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size that  an  early  implementation  will  provide  the  necessary  frame- 
work for  the  effective  development  and  administration  of  health 
services  in  the  years  ahead. 

Copies  of  this  report  are  being  transmitted  for  appropriate 
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The  attached  report,  Administering  Health  Services  in  Mary- 
land, was  prepared  by  our  Subcommittee  on  Policies  and  Financing 
of  Maryland's  Medical  and  Hospital  Programs,  and  adopted  by  the 
Committee  on  Medical  Care  at  its  meeting  on  May  6,  1960. 

The  report  calls  for  the  financing  of  all  health  services  in 
Maryland  under  a  single  financial  formula.  The  Committee  on 
Medical  Care  agrees  with  its  subcommittee  that  this  will  facilitate 
the  orderly  development  of  comprehensive  and  complementary  pro- 
grams of  medical  care. 

Implementation  of  the  single  formula  per  se  need  not  require 
any  overall  increase  in  governmental  expenditures,  but  would  re- 
quire an  adjustment  of  existing  revenue  distribution  between  State 
and  local  governments. 
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greatly  enhance  Maryland's  program  of  public  health. 
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Dear  Dr.  Yeager : 

The  Subcommittee  on  Policies  and  Financing  of  Maryland's 
Medical  and  Hospital  Programs  is  pleased  to  submit  its  report. 
Administering  Health  Services  in  Maryland. 

This  report  recommends  that  the  formula  which  is  used  to 
finance  local  health  services  be  modified  and  extended  to  finance 
also  the  medical  treatment  and  hospital  programs.  We  believe  that 
a  single  formula  to  finance  all  health  services  would  create  a  flexi- 
ble framework  within  which  there  could  be  a  more  orderly  admin- 
istration and  development  of  health  services,  designed  to  meet  the 
total  medical  needs  of  patients  and  to  minimize  the  inhumane  and 
costly  social  crippling  problems  which  have  plagued  our  health 
facilities  in  recent  years. 

Sincerely, 

Walter  N.  Kirkman,  Chairman 
Subcommittee     on     Policies     and 
Financing  of  Maryland's  Medical 
and  Hospital  Programs 
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PREFACE 

HOUSE  OF  DELEGATES 

MR.  GEO.  HUGHES— Rules 

By  the  HOUSE  OF  DELEGATES,  February  24,  1958.   Intro- 
duced, read  the  first  time  and  referred  to  the  Committee  on  Rules. 

By  order,  ELIZABETH  M.  REESE,  Asst.  Chief  Clerk. 


JOINT  RESOLUTION 

No.  31 

Joint  Resolution  requesting  the  Committee  on  Medical  Care, 
through  the  State  Planning  Commission,  to  study  the  prob- 
lem of  establishing  the  policies  and  financial  responsibility  of 
the  State  and  of  its  subdivisions  as  to  medical  treatment  and 
care  services  and  to  make  recommendations  on  this  question 
to  the  Legislative  Council. 

WHEREAS,  The  division  of  financial  responsibility  between 
the  State  and  its  subdivisions  for  financing  medical  treatment  and 
care  services  is  confused  by  the  absence  of  a  prescribed  formula ; 
and 

WHEREAS,  Uncertainty  results  from  the  lack  of  a  clear  un- 
derstanding as  to  which  services  rendered  are  a  local  or  a  State 
responsibility ;  and 

WHEREAS,  There  is  a  need  for  a  coordination  of  the  financ- 
ing of  medical  treatment  and  care  services  and  the  local  general 
supporting  services ;  and 

WHEREAS,  It  is  the  judgment  of  the  General  Assembly  that 
the  Committee  on  Medical  Care,  through  the  State  Planning  Com- 
mission, could  provide  a  valuable  study  and  recommendations  on 
the  question ;  now  therefore  be  it 

Resolved  by  the  General  Assembly  of  Maryland,  That  the  Com- 
mittee on  Medical  Care,  through  the  State  Planning  Commission,, 
be  requested  to  give  detailed  and  adequate  study  to  the  respective 
roles  of  the  State  and  its  subdivisions  in  establishing  the  policies 
and  financial  responsibilities  for  medical  treatment  and  care  serv- 
ices :  and  be  it  further 


Resolved,  That  consideration  be  given  to  applying  the  present 
formula  for  the  financing  of  General  Local  Health  Services,  to  the 
financing  of  medical  treatment  and  care  services ;  and  be  it  further 

Resolved,  That  the  Committee  on  Medical  Care,  through  the 
State  Planning  Commission,  furnish  a  report  to  the  Legislative 
Council  by  April  1,  1959,  and  that  the  Legislative  Council  give  con- 
sideration to  adjusting  the  revenue  sources  of  the  State  and  its 
subdivisions  and  the  distribution  of  revenues;  and  be  it  further 

Resolved,  That  the  Legislative  Council  report  the  results  of 
this  study  to  the  General  Assembly  and  include  therein  recom- 
mendations for  an  equitable  solution  to  this  problem. 

EXPLANATION:     Italics  indicate  new  matter  added  to  existing 
law.    (Brackets)  indicate  matter  stricken  from  existing  law. 
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CHAPTER  ONE 

SUMMARY  OF  MAJOR  FINDINGS  AND  RECOMMENDATIONS 

Maryland  has  developed  over  the  years  some  excellent  medical 
programs.    They  are  well  administered,  and  provide  good  care. 

The  great  need  now  is  for  a  more  flexible  system,  a  system 
which  will  facilitate  changes  required  by  community  needs  and 
advances  in  medical  research.  Unless  such  a  system  is  developed, 
we  will  find  an  increasing  need  for  more  institutions  to  care  for 
people  whose  needs  are  not  met  by  these  institutions. 

Our  past  thinking  was  all  too  often  directed  toward  the  con- 
struction of  institutions  to  care,  in  an  isolated  environment,  for 
specific  medical  problems — a  mental  hospital,  a  tuberculosis  hos- 
pital, a  chronic  disease  hospital.  We  failed  to  recognize  that  the 
institution  should  be  but  one  episode  in  the  programmed  care  of 
hospital  patients.  Properly,  the  institution's  outlook  should  be 
oriented  for  the  eventual  return  of  the  patient  to  the  community, 
and  to  his  home.  For  this  orientation  to  be  successful,  however, 
adequate  community  support  services  must  be  developed,  so  that 
the  patient  can  be  discharged  from  the  hospital  at  the  earliest 
possible  time. 

The  hospitals  in  Maryland  are  properly  oriented.  They  have 
been  unable  to  meet  their  obligations  successfully,  however,  be- 
cause of  the  lack  of  integrated  support  facilities  and  services — 
nursing  homes,  care  homes,  home  care  services,  day  hospitals, 
augmented  clinic  services,  etc.  This  has  forced  patients  to  stay 
in  the  hospitals  beyond  the  time  which  is  medically  necessary. 
This  is  costly.  It  is  an  inefficient  use  of  scarce  personnel  and 
facilities.  But,  more  important,  it  has  made  patients  dependent 
upon  the  hospitals.  It  has  turned  patients  into  social  cripples,  in 
need  of  continued  institutional  care.  Unless  this  trend  is  reversed 
by  the  development  of  more  adequate  support  services,  we  shall 
face  the  demand,  as  our  population  grows,  for  even  more  build- 
ings (with  the  concomitant  premium  costs  for  food  and  personal 
maintenance),  to  be  staffed  by  personnel  in  short  supply,  for  the 
care  of  patients  who  should  not  be  there. 

A  few  relatively  simple  preventive  measures  now  can  provide 
a  flexible  blueprint  for  the  adaptation  and  development  of  inte- 
grated services  in  the  years  ahead,  and  prevent  the  problems  out- 
lined above.  Our  findings  illustrate  the  need  for  greater  flexibility. 
Our  recommendations  are  directed  toward  the  creation  of  a  truly 


flexible,  patient-oriented  system  which  will  facilitate  the  return  of 
the  patient  to  the  community.  The  essence  of  this  proposed  sys- 
tem is  a  single  formula — ^the  Case  formula — ^to  finance  preventive 
and  treatment  services. 

Summary  of  Major  Findings 

1.  The  State  Department  of  Health  administers  a  variety  of 
treatment  services,  each  service  developed  at  a  different  period 
of  time  in  answer  to  specific  categorical  needs.  These  services 
consist  of: 

a.  A  system  of  3  chronic  disease  hospitals, 

b.  A  program  for  the  purchase  of  inpatient  general  hos- 
pital care  for  indigents  and  medical  indigents  (Inpatient 
Program) , 

c.  A  program  for  the  purchase  of  hospital  outpatient  serv- 
ices for  indigents  and  medical  indigents  (Outpatient 
Program), 

d.  Programs  providing  for  home  and  office  medical  care, 
dental  care,  and  prescriptions  to  indigents  and  medical 
indigents  (Medical  Care  Programs), 

e.  A  Crippled  Children's  Services  Program. 

f .  A  system  of  4  tuberculosis  hospitals. 

The  State  Department  of  Mental  Hygiene  administers: 

g.  A  system  of  4  mental  hospitals, 

h.   An  institution  for  mentally  retarded  children, 

i.    A  children's  center  for  emotionally  disturbed  children, 

j.    A  maximum  security  hospital. 

2.  Coordination  of  these  treatment  programs  with  each  other, 
and  with  local  health  services,  is  hampered  by  a  lack  of  uni- 
formity in  their  policy  and  financial  structure.  Transfer  of 
patients  from  program  to  program  is  particularly  difficult 
because : 

a.  Local  health  services  are  financed  under  a  formula — 
the  State  and  local  shares  based  upon  the  ability  of  a 
political  subdivision  to  pay. 

b.  The  chronic  disease  hospitals  are  financed  jointly  by  the 
State  and  its  subdivisions.  The  local  subdivision  con- 
tributes 75^  per  day  toward  the  cost  of  care.  The  State 
pays  the  remainder,  presently  about  92%  of  the  cost. 


c.  The  Inpatient  Program  is  entirely  State-financed  except 
for  a  few  subdivisions  which  supplement  State  pay- 
ments. 

d.  The  Outpatient  Program  is  financed  on  a  50-50  basis 
by  the  State  and  its  subdivisions. 

e.  The  Medical  Care  Programs  are  financed  entirely  at  State 
expense  except  for  administrative  costs  at  the  local  level 
which  are  borne  by  the  local  health  department. 

f.  Crippled  Children's  Services  are  financed  mainly  by 
State  and  Federal  funds.  The  cost  of  specialist  services 
in  local  health  department  clinics  is,  however,  borne  by 
local  health  services. 

g.  Tuberculosis  hospitals  are  entirely  State-financed. 

h.  The  mental  institutions  are  financed  jointly  by  the  State 
and  its  subdivisions.  The  local  subdivision  contributes 
$125  per  year  toward  the  cost  of  care.  The  State  pays 
the  remainder,  presently  about  91%  of  the  cost. 

3.  There  are  no  comprehensive,  organized  home  care  programs 
in  Maryland,  nor  are  there  any  psychiatric  "day  hospitals". 
Only  elements  of  the  former  exist  in  some  subdivisions. 

4.  The  State  Department  of  Health  has  found  it  difficult  to  secure 
nursing  home  beds  for  indigents  and  Negroes.  This  is  in 
part  due  to  the  low  payments  by  Welfare. 

5.  Prolonged  chronic  disease  hospital  stays,  resulting  largely 
from  deficiencies  at  the  nursing  home  and  home  care  levels, 
cost  the  State  an  estimated  $281,265  in  1959. 

6.  Prolonged  general  hospital  stays  cost  an  estimated  $227,947 
in  1960,  due  largely  to  deficiencies  at  the  home  care  and  nurs- 
ing home  levels. 

7.  Prolonged  stays  in  general  and  chronic  disease  hospitals  rep- 
resent, in  addition  to  unnecessary  costs,  an  inefficient  use  of 
medical  services  and  facilities.  The  medical  effect  on  the  com- 
munity is  most  severe  in  localities  where  general  hospital 
beds  are  intensively  utilized. 

8.  Prolonged  chronic  and  general  hospital  stays  result  from  de- 
lays in  welfare  certification,  and  from  refusal  of  patients  to 
file  welfare  applications. 


9.  Prolonged  hospital  stays  under  the  Crippled  Children's  Serv- 
ices result  in  some  cases  from  poor  discharge  planning,  as 
well  as  local  support  service  deficiencies. 

10.  General  hospitals  are  underfinanced,  due  in  part  to  failures  of 
government  to  pay  full  costs  for  indigent  and  medically  in- 
digent care.  Less  than  cost  payments  have  generally  pre- 
vailed; hospitals,  therefore,  have  often  had  to  meet  deficits 
from  their  building  funds.  Remedial  steps  have  been  taken  by 
the  State  and  some  subdivisions;  there  is,  therefore,  some 
improvement. 

11.  The  mental  hospitals  and  Rosewood  have  a  substantial  num- 
ber of  patients  who  should  not  be  there.  This  inflated  case 
load  stems  from  serious  deficiencies  in  local  facilities  and 
services — particularly  psychiatric  "day  hospitals",  nursing 
and  care  homes,  and  foster  homes. 

12.  The  lack  of  homogeneity  in  the  State's  health  programs  pre- 
vents coordinated  case  management  of  patients  with  multiple 
medical  needs.  Each  program  operates  under  different  rules 
and  regulations,  and  not  all  are  in  the  same  Bureau  or  Depart- 
ment, There  is,  therefore,  neither  a  focal  point  for  informa- 
tion on  a  given  patient  nor  any  simple  method  to  coordinate 
programs  in  order  to  meet  the  needs  of  those  patients  who 
require  the  services  of  several  programs. 

13.  Patient  contributions  toward  the  cost  of  care  under  the  State 
Health  Department's  programs  are  sporadic ;  collection  efforts 
have  been  uneven. 

14.  Under  the  central  collection  service  in  the  Department  of  Men- 
tal Hygiene,  patient  collections  have  markedly  improved. 

15.  The  Case  formula,  which  finances  local  health  services,  is' 
working  reasonably  well. 

16.  The  formula's  Estimated  Minimum  Budget,  however,  is  in 
need  of  revision.  It  has  been  assumed,  erroneously,  to  be  the 
required  spending  pattern  for  a  local  health  department.  It 
has  also  worked  hardships  on  those  subdivisions  which  found 
the  Estimated  Minimum  Budget  an  inadequate  system  for 
computing  the  level  of  State-local  sharing,  for  it  did  not  per- 
mit corresponding  sharing  in  the  cost  of  programs  which  met 
the  actual  needs  of  a  subdivision. 


17.  Local  governments  treat  the  local  health  programs  responsibly 
and  give  positive  support  for  the  health  needs  of  the  com- 
munities. 

Summary  of  Major  Recommendations 

A.     1.    The  community  should  be  the  focal  point  for  coordinated 
case  management. 

2.  The  State  Board  of  Health,  with  the  assistance  of  appro- 
priate advisory  councils,  should  establish  program  stand- 
ards which  will  be  a  guide  for  the  subdivisions  and  the 
State  in  developing  and  maintaining  qualitative  pre- 
ventive and  treatment  services.  These  standards  should 
include  adequate  replacement  for  the  Estimated  Mini- 
mum Budget  which  is  employed  to  compute  the  sharing 
in  local  health  services.  Following  the  development  of 
these  standards,  the  Case  formula  should  be  extended  to 
finance  the  Chronic  Disease  Hospitals,  Inpatient  Pro- 
gram, Outpatient  Program,  Medical  Care  Programs, 
Crippled  Children's  Services,  Tuberculosis  Hospitals, 
Laboratory  Services,  skilled  nursing  home  care,  and  or- 
ganized home  care  services. 

3.  The  Department  of  Mental  Hygiene,  with  the  assistance 
of  appropriate  advisory  groups,  should  establish  stand- 
ards for  psychiatric  programs.  Following  this,  the  Case 
formula  should  be  extended  to  support  the  State's  Men- 
tal Hygiene  programs. 

4.  The  State  Board  of  Health  should  have  authority  to 
terminate  matching  of  any  and  all  costs  in  a  local  health 
program,  should  inadequate  programs  be  developed. 
This  should  include  authority  to  act  if  the  Department 
of  Mental  Hygiene  were  to  certify  that  inadequate  psy- 
chiatric programs  were  existent. 

5.  General  and  special  hospitals  should  be  reimbursed  at 
current  cost  under  the  Inpatient  and  Outpatient  Pro- 
grams and  under  other  approved  programs. 

6.  Nursing  homes  which  provide  medically  indicated,  skilled 
nursing  care  should  be  reimbursed  for  indigent  and 
medically  indigent  care  at  current  cost  by  the  Health 

I  and  Mental  Hygiene  Departments. 

['  7.    State  grants  for  non-profit  or  public  nursing  home  con- 


struction  should  be  provided,  with  priority  for  those 
homes  built  as  part,  or  affiliates,  of  general  hospitals. 

8.  Steps  should  be  taken  to  develop  at  the  local  level  organ- 
ized home  care  programs  and,  in  particular,  home  nurs- 
ing care  services. 

9.  The  indigent  and  medical  indigent  in  Baltimore  City 
should  be  served  under  the  same  programs.  Studies 
should  be  made  as  to  the  feasibility  of  providing  home 
and  office  medical  care  to  the  medical  indigent  in  Balti- 
more City,  and  for  placing  such  home  and  office  care 
under  the  capitation  system. 

10.  Welfare  grants  should  be  continued  for  public  assist- 
ance clients  in  chronic  disease  hospitals. 

11.  Greater  efforts  should  be  made  to  make  collections  from 
those  able  to  pay  part  of  the  cost  of  care.  No  payment 
should  be  sought,  however,  from  tuberculosis  patients. 

12.  Since  collections  have  been  sporadic,  consideration 
should  be  given  to  creating  a  central  collection  agency 
to  serve  all  health  programs,  or  to  making  the  subdi- 
visions responsible  for  collections  under  State  standards. 
In  either  instance,  each  subdivision  should  share  in  the 
collections  from  its  residents,  in  the  same  proportion 
as  it  supports  the  health  services  under  the  formula. 

13.  The  State  Department  of  Health  should  augment  its 
efforts  to  explain  and  clarify  to  all  persons  involved  with 
the  use  and  operation  of  its  programs  the  policies  and 
procedures  which  govern  the  programs. 

B.  1.  A  redistribution  of  the  State's  revenue  or  revenue 
sources  should  be  made  to  facilitate  the  assumption  of 
greater  financial  responsibility  by  the  political  subdivi- 
sions. Implementation  of  the  single  formula  need  not 
per  se,  require  any  overall  increase  in  governmental  ex- 
penditures, but  would  require  an  adjustment  of  existing 
revenue  distribution  between  State  and  local  govern- 
ments. 

2.  The  subcommittee  notes  that  the  Legislative  Council's 
Committee  on  Taxation  and  Fiscal  Matters  was  recently 
charged  with  examining  many  phases  of  the  State's 
fiscal  structure.  That  committee's  scope  of  reference 
would  seem  to  encompass  matters  relating  to  the  imple- 
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mentation  of  this  report.  We  therefore  recommend  that 
this  report  be  taken  into  account  in  its  deliberations  so 
that  the  revenue  question  can  be  solved  within  a  com- 
prehensive framework. 


CHAPTER  TWO 

THE  PROBLEM 

Maryland's  concept  of  public  health  extends  far  beyond  the 
traditional  limit  of  preventive  medicine.  The  State  Health  Depart- 
ment is  also  charged  with  administering  a  variety  of  medical  and 
hospital  treatment  programs,  some  of  which  were  started  under 
the  aegis  of  the  State  Department  of  Health,  some  transferred 
to  it  from  other  agencies. 

The  treatment  programs — Chronic  Disease  Hospitals,  Inpa- 
tient Program,  Outpatient  Program,  Medical  Care  Programs,  Crip- 
pled Children's  Services,  Tuberculosis  Hospitals — are  by  no  means 
administratively  homogeneous.  Each  was  developed  at  different 
times  to  meet  specific  problems.  Between  programs,  little  finan- 
cial and  policy  uniformity  and  coordination  exist. 

The  continued  development  of  these  programs,  each  in  its 
own  field,  has  created  a  medical  anachronism  and  a  financial  bur- 
den, for  patients  have  multiple  medical  needs  which  can  be  met 
only  by  coordinated  case  management  through  multiple  programs 
(including  local  health  services).  But  it  is  apparent  that  there 
is  not,  in  fact,  suflficient  flexibility  between  the  programs  to  serve 
the  changing  needs  of  individual  patients.  The  result  of  this  lack 
of  flexibility  is  an  inefficient  use  of  medical  services,  hospital  facil- 
ities, and  the  tax  dollar. 

Specific  problems  have  arisen  which  bring  the  entire  matter 
into  focus.  In  the  highest  cost  facilities — ^the  general  and  the 
chronic  disease  hospitals — patients  are  staying  beyond  the  time 
when  definitive  care  is  being  rendered.  The  institutions  cannot 
provide  additional  service  of  medical  value,  and  yet  the  patients 
continue  to  occupy  beds.  This  increases  costs,  and  prevents  more 
efficient  use  of  these  facilities.  Prolonged  hospital  stays  largely 
stem  from  five  deficiencies : 

1.  A  continuing  shortage  of  nursing  home  beds  for  in- 
digents and  Negroes.  The  situation  is  most  acute  on 
the  Eastern  Shore  of  Maryland  where  no  licensed 
nursing  home  will  accept  a  Negro  patient.  With  no 
place  to  go  for  the  necessary  care,  patients  find  their 
needs  met  in  the  $13.75  per  day  chronic  disease  hos- 
pital or  in  the  even  more  mostly  general  hospital 
under  the  Inpatient  Program.      (The  actual  cost  to 
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the  State  is  discussed  under  the  sections  on  Chronic 
Disease  Hospitals  and  the  Inpatient  Program.) 

2.  Home  environment  not  suitable  to  render  aftercare 
and  insufficient  local  supportive  services  to  permit 
early  discharge — specifically,  a  marked  deficiency  of 
organized  home  care  programs  which  include  home 
nursing  care  and  homemaker  services. 

3.  Delay  in  receiving  welfare  certification  permitting 
transfer  to  nursing  homes,  or  transfer  from  general 
hospitals  to  chronic  disease  hospitals.  This  delay  fre- 
quently results  from  difficulty  in  locating  responsible 
relatives. 

4.  Refusal  of  patients  to  authorize  a  welfare  investiga- 
tion. Satisfied  with  the  care  in  general  or  chronic  dis- 
ease hospitals,  some  patients  prefer  staying  on  in 
what  is  for  them  a  comfortable  environment. 

5.  Inadequate  social  service  work  in  both  chronic  disease 
and  general  hospitals. 

Other  problems  exist  which,  if  not  always  explicit,  certainly 
condition  the  ground  for  this  study : 

1.  Local  accusations  have  been  made  that  people  are 
abusing  the  State-financed  Medical  Care  Program.  It 
is  felt  by  some  that  the  administration  is  far  too  lax. 
The  State  Department  of  Health  reacts  sensitively  to 
this  criticism. 

2.  Four  subdivisions  do  not  participate  in  the  Outpatient 
Program  for  which  the  subdivisions  pay  half  the  cost. 
It  is  felt  that  this  burdens  the  State-financed  Inpa- 
tient Program;  for  if  patients  require  outpatient  care 
and  cannot  get  it  under  the  Outpatient  Program,  the 
alternative  is  to  remain  hospitalized  under  the  Inpa- 
tient Program  or,  if  not  already  in  the  hospital,  to  be 
admitted.  This  point,  while  perhaps  difficult  to  prove, 
seems  a  logical  conclusion.  Either  this  occurs,  or  the 
service  is  rendered  in  the  Outpatient  Department  with 
the  hospital  absorbing  the  loss,  or  the  service  is  not 
rendered — resulting  in  time  in  a  longer  hospital  stay 
for  treatment  of  an  aggravated  condition. 

3.  Administrative  complexity  of  the  various  programs 
hampers  the  transfer  of  patients  from  one  service  to 
another  as  medically  indicated. 
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4.  Length  of  stay  in  general  hospitals  of  patients  under 
the  Inpatient  Program  is  appreciably  longer  than  the 
average  length  of  stay  of  other  patients. 

5.  The  State  pajroents  are  appreciably  below  the  aver- 
age per  diem  cost.  Even  under  the  new  State  pay- 
ment of  80%  of  hospital  cost,  the  hospitals  suffer 
financially  in  those  subdivisions  which  do  not  make 
up  the  difference. 

6.  Failures  on  the  part  of  some  subdivisions  to  budget 
adequately  for  drugs  or  arrange  for  patient  transpor- 
tation prevent  early  hospital  discharge  of  crippled 
children. 

7.  Intensity  of  local  tuberculosis  case  finding  lags  in 
some  areas.  (This  will  probably  result  in  more  severe 
cases  later  on  in  the  State's  hospitals.) 

These  are  some  of  the  problems  which  motivated  this  study 
request,  a  request  which  also  suggested  a  solution.  The  suggested 
solution  was  a  single  formula  for  the  State  to  finance  jointly  with 
the  subdivisions  all  treatment  programs.  It  was  further  suggested 
that  the  formula  presently  financing  local  health  services  might 
be  extended. 

A  number  of  reasons  are  advanced  for  the  single  formula 
approach : 

1.  It  is  felt  that  greater  local  participation  in  the  admin- 
istration of  the  programs  will  bring  control  of  the 
programs  closer  to  the  people,  resulting  in  more  effi- 
cient use  of  facilities  and  services. 

2.  With  financial  participation,  there  will  be  greater  local 
incentive  to  develop  nursing  homes  and  organized 
home  care  programs.  As  these  services  become  avail- 
able, patients  will  spend  less  time  in  the  higher  cost 
facilities.  Any  economies  will  accrue  jointly  to  the 
political  subdivisions  and  to  the  State. 

3.  Under  a  single  formula  with  local  responsibility  for 
case  management,  the  flow  of  patients  from  one 
facility  to  another,  as  medically  indicated,  will  be 
facilitated.  The  present  administrative  structure 
hampers  use  of  those  facilities  as  the  needs  of  the 
patient  require. 

The  suggested  solution  can  be  illustrated  by  Exhibit  I.  This 
shows  the  various  levels  of  care  which  should  exist,  and  how  the 
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patients  would  be  channeled  to  the  facility  or  service  most  needed. 
At  the  present  time,  the  patient  load  in  general  and  chronic  disease 
hospitals  is  held  at  an  inflated  level  so  far  as  medical  needs  are 
concerned,  because  of  deficiencies  at  the  nursing  home,  care  home, 
and  home  care  program  levels. 

Implications  of  the  Proposal 

The  proposed  use  of  a  formula  to  finance  on  a  State-local 
sharing  basis  the  various  treatment  programs  did  not  imply : 

1.  Any  attempt  to  destroy  or  weaken  the  basic  programs. 
The  State  Board  of  Health  would  continue  to  establish 
program  standards.  The  change  effected  would  be 
more  of  a  change  in  emphasis :  instead  of  concern  for 
program-oriented  treatment,  the  focus  would  be  upon 
the  patient's  over-all  needs. 

2.  Burdening  the  subdivision  with  finding  new  revenues. 
When  the  formula  to  finance  local  health  services  was 
instituted,  some  subdivisions  had  to  find  new  revenue. 
Although  difficult  in  some  instances,  this  approach 
was  feasible,  for  the  amount  of  additional  local  rev- 
enue involved  was  only  about  $500,000.  The  current 
proposal,  however,  would  require  additional  local  ap- 
propriations of  approximately  $16,556,035  (inclusive 
of  Mental  Hygiene).  Accordingly,  advocates  of  a 
single  formula  for  the  treatment  programs  have  sug- 
gested that  the  State  redistribute  the  revenue  now 
used  to  finance  these  programs  at  the  State  level  so 
that  the  subdivisions  could  assume  responsibility  for 
their  share  of  these  programs  without  undue  hardship. 
As  economies,  or  increased  expenditures,  occurred  in 
subsequent  years,  the  subdivisions  and  the  State 
jointly  would  either  share  the  surplus  or  have  to 
appropriate  the  additional  funds.  In  any  event,  the 
management  of  local  funds  and  appropriations  would 
be  in  the  hands  of  the  respective  subdivisions. 

Organization  of  the  Subcommittee 

The  subcommittee  was  organized  in  September  1958  and  a 
study  group  appointed  for  each  of  the  treatment  programs.  These 
study  groups  were  largely  fact  finding — to  study  the  operations  of 
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each  program  and  to  suggest,  from  the  limited  point  of  view  of 
each  program,  whether  or  not  there  seemed  to  be  advantages  in 
greater  local  participation.  Study  group  reports  were  working 
documents  for  the  study  group  on  financing  programs  and  for  the 
subcommittee  as  a  whole. 
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EXHIBIT  I 

LEVELS  OF  PATIENT  CARE,  FLOW  OF  PATIENTS  BETWEEN 
FACILITIES,  AND  1959  COSTS  (APPROXIMATE)  PER  DAY 


ibdi vision  pays: 
;ate  pays: 


General 

Hospitals 

$15.05-39.06 


0-20% 

80% 


State  Chronic 

Disease  Hospitals 

$13.75 


.75 
13.00 


State  TB 

Hospitals 

$9.89 


nothing 
9.89 


State  Mental 

Hospitals 

$4.69 


.34 
4.35 


♦Nursing  Homes:     $5.50-8.00 

Approximately   $3.75   out   of   patient's 
"Welfare  grant,   less  for  minimal   care. 


*Care  Homes:     $4.00-5.00 


Approximately   $2.50    or   $2.85   out    of 
patient's  Welfare  grant. 


*Homes  with  support  from  organized 
home  care  programs:    $4.00-5.00 

Plus  about  $2.00  for  Welfare  cases 
(subsistence  allowance).  No  organized 
home  care  programs  exist  in  Maryland. 


*Home:     Cost  in  Welfare  cases  about  $2. 


Patients  should  use  the  level  of  care  which  best  answers  their  medical  needs.  At 
the  present  time,  local  support  for  institutional  services  constitutes  a  relatively 
small  portion  of  the  total  cost  of  services.  This  accounts,  in  part,  for  the  inadequate 
development  in  communities  of  needed  supportive  services.  This  imbalance  causes 
an  inflated  case  load  in  many  of  the  institutions. 


*Medical  Care  Program  costs,  if  any,  would  be  added  to  the  cost  of  care. 
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CHAPTER  THREE 

REVIEW  OF  MEDICAL  AND  HOSPITAL  TREATMENT 

PROGRAMS 

Chronic  Disease  Hospitals 
General 

The  State  of  Maryland  maintains  3  chronic  disease  hospitals. 
Their  objective  is  to  furnish  medical  services  to  the  chronically  ill 
patient  who  is  in  need  of  either  medical  or  physical  rehabilitation. 
Terminal  care  patients  whose  needs  cannot  be  met  adequately  by 
the  lesser  facilities,  such  as  nursing  homes  or  their  own  homes, 
are  also  admitted. 

Emphasis  is  placed  on  an  active  treatment  program  aimed  at 
the  return  to  the  home  community  and  to  less  expensive  care  of  as 
many  patients  in  as  short  a  time  as  possible,  consistent  with  good 
medical  care  and  the  capacity  of  the  individual  patient. 

Historical  Background  * 

The  chronic  hospitals  today  have  a  function  in  caring  for  the 
indigent  chronically  ill  that,  prior  to  1943,  was  chiefly  provided  by 
county  almshouses.  These  hospitals  were  necessary  because  medi- 
cal care  in  the  almshouse  was  inadequate.  It  is  curious  to  note 
that  in  1754,  when  almshouses  were  first  proposed,  the  principal 
argument  advanced  was  that  medical  care  would  be  improved.  The 
colonial  governor,  Horatio  Sharpe,  wrote  May  11,  1754,  to  London 
to  Cecilius  Calvert,  secretary  for  Maryland  to  the  Sixth  Lord  Balti- 
more :  "...  concerning  the  present  manner  of  supporting  the  Poor 
I  would  recommend  to  them  the  building  work-houses  in  every 
County  for  the  Reception  of  Vagrants  &  such  as  apply  for  Relief 
which  would  in  good  measure  oblige  them  to  labour  for  their  main- 
tenance &  part  of  such  Work  house  might  be  appropriated  to  the 
Reception  of  the  County  Invaleeds  &  patients  who  would  thereby 
receive  the  Benefit  of  the  County  Phisitian's  Attendance  &  Care 
for  which  He  has  a  valuable  Consideration  yearly  but  on  account 
of  His  Patients  being  so  much  dispersed  as  they  are  at  present  can 
possibly  do  them  very  little  Service". 


*  Excerpted  from  the  article  The  Maryland  State  Chronic  Disease  Hospitals 
by  Drs.  Orlyn  H.  Wood,  David  H.  Hollander,  and  J.  A.  McCallum  which  ap- 
peared in  the  Maryland  State  Medical  Journal  (Volume  7,  Number  12,  De- 
cember 1958).   Article  footnotes  have  been  deleted. 

17 


Calvert  replied  in  a  long  letter  dated  December  10,  1754 :  "Of 
County  Work  Houses  you  Note  for  Vagrants.  My  Lord  Approves 
well  of  such  a  Law  .  .  .".  Many  of  the  counties  thereafter  requested 
almshouses  and  authorizing  laws  were  passed  by  the  General  As- 
sembly, the  earliest  in  1768. 

Although  Governor  Sharpe  intended  the  almshouses  to  care 
for  the  needs  of  the  poor,  these  institutions  over  the  next  hundred 
years  came  to  be  in  most  instances  places  where  sanitary  condi- 
tions were  incredible  and  medical  care  almost  non-existent. 

Almshouse  Studies 

In  1877  Dr.  C.  W.  Chancellor,  directed  by  Governor  John  Lee 
Carroll  to  report  on  the  condition  of  the  state  prisons,  almshouses 
and  public  hospitals,  wrote : 

"It  is  painful  to  report  the  shocking  condition  in  which  many 
of  the  public  institutions  were  found  and  it  is  difficult  to  conceive 
that  anything  worse  ever  existed  in  a  civilized  country". 

In  summarizing  the  conditions  which  he  described  in  the  alms- 
houses he  quoted  Reil's  picture  of  German  asylums  in  1803 : 

"They  are  neither  curative  institutions  nor  such  asylums  for 
the  incurable  as  humanity  can  tolerate.  They  are  for  the  most  part 
veritable  dens,  deficient  in  ventilation,  in  the  facilities  for  recrea- 
tion, in  short  they  are  wanting  in  all  the  physical  and  moral  means 
necessary  to  the  care  and  comfort  of  the  inmates." 

During  the  next  fifty  years  some  of  the  abuses  of  the  system 
were  lessened,  and  other  facilities  became  available  for  special 
groups.  Institutional  care  of  the  insane,  in  particular,  was  a  sub- 
ject of  public  interest  and  many  .  .  .  were  removed  from  the  alms- 
houses. 

In  the  1920's  a  number  of  private  citizens  who  became  inter- 
ested in  the  almshouse  abuses  urged  that  they  be  abolished.  A 
prominent  Baltimore  physician,  Dr.  George  Walker,  personally 
financed  a  study  of  the  almshouses.  In  1931  Governor  Ritchie  ap- 
pointed official  commissions  to  investigate  prevailing  conditions. 

The  Ritchie  Commission  of  1931  noted  that  since  vagrants, 
children,  and  the  insane  no  longer  had  to  be  cared  for  in  alms- 
houses, the  problem  resolved  itself  into  the  care  of  the  aged  poor, 
and  the  sick  and  infirm. 

The  report  of  this  Commission  stated:  ".  .  .  the  need  for  a 
change  from  the  present  system  of  county  poor  farms  is  beyond 
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question.  Maryland  cannot  assume  a  responsibility  of  continuing 
a  system  which  leaves  to  dirt  and  disease,  misery,  and  fire  hazard, 
helpless  wards  of  the  state". 

The  commission  recommended  that  the  county  almshouses  be 
replaced  by  two  institutions,  one  on  the  Eastern  Shore  and  one  on 
the  Western  Shore. 

Although  no  legislative  action  resulted  from  the  1931  report, 
the  need  for  change  was  widely  recognized,  and  was  reaffirmed  by 
an  official  commission  in  1933. 

In  1940  under  Governor  O'Conor  a  detailed  study  was  made 
by  the  Research  Division  of  the  Maryland  Legislative  Council. 
Their  summarized  data  showed  that  roughly  one  sixth  of  the  in- 
mates could  have  been  cared  for  outside  of  institutions,  another 
sixth  required  mental  hospital  care,  while  the  major  group,  roughly 
tw^o-thirds,  were  in  need  of  chronic  hospital  care. 

The  Almshouse  Commission  of  1940,  under  the  chairmanship 
of  Walter  N.  Kirkman,  had  been  carefully  chosen  by  Governor 
O'Conor  to  include  representative  groups  from  labor,  welfare, 
medicine  and  the  legislature.  They  recommended  that  Maryland 
erect  chronic  hospitals  for  the  medical  care  of  the  indigent. 

Legislative  Action 

The  Legislature  of  1943,  on  the  basis  of  the  1940  Almshouse 
Commission  report,  authorized  the  construction  of  two  chronic 
hospitals  "for  needy  persons  who  require  medical,  nursing  or  cus- 
todial care  by  reason  of  chronic  illness  or  infirmity."  Two  sites 
were  to  be  selected  by  the  State  Board  of  Health,  one  on  the  Eastern 
Shore,  and  one  on  the  Western  Shore.  They  were  to  be  in  urban 
areas  where  sewerage  and  water  supplies  were  already  available 
and  where  there  were  already  the  facilities  of  an  accredited 
hospital. 

The  Legislature  of  1945  acted  favorably  on  the  desire  of  Bal- 
timore City  to  be  included  in  the  plan  and  authorized  a  third  hos- 
pital in  Baltimore. 

The  Legislature  of  1957  revised  the  law  which  now  reads: 
(Chronic  hospitals  are)  .  .  .  "for  persons  .  .  .  who  require  constant 
medical  and  nursing  care  provided  by  a  hospital  by  reason  of 
chronic  illness  or  infirmity,  or  who  are  suffering  from  a  chronic 
disability  amenable  to  rehabilitation."  The  law  specifically  ex- 
cludes from  the  program  patients  with  active  tuberculosis  or 
chronic  mental  disease. 
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Rehabilitation 

With  the  development  of  the  chronic  disease  hospital  program, 
rehabilitation  has  become  an  increasingly  important  goal.  This 
concept  was  clearly  set  forth  in  the  1940  Almshouse  Commission 
report : 

"The  commission  ....  wishes  to  stress  the  point  of  view 
that  incurability  should  not  be  a  criterion  for  admission  to 
the  chronic  hospital.  Many  of  the  cases  which  will  be  admitted 
will  no  doubt  be  incurable,  but  many  cases  requiring  treat- 
ment for  many  months,  or  for  a  year  or  more,  will  be  admit- 
ted where  there  is  possibility  of  partial  or  complete  rehabilita- 
tion by  chronic  hospital  care". 
Unfortunately,  because  this  was  not  included  in  the  original  enabl- 
ing legislation.  Deer's  Head,  the  first  institution  built  under  the 
program,  was  not  provided  with  facilities  for  physical  medicine. 
The  oversight  has  since  been  remedied  in  part,  and  Physical  Medi- 
cine and  Rehabilitation  Departments  have  been  prominent  features 
in  subsequent  construction. 

The  aim  of  rehabilitation  is  to  assist  the  disabled  in  becoming 
as  independent  as  possible.  For  some  this  means  recovery  to  the 
point  of  completely  independent  self  care  and  perhaps  even  a  re- 
turn to  gainful  employment;  others  who  acquire  a  high  degree  of 
independency  in  self  care  can  be  returned  to  their  homes  since  they 
no  longer  require  nursing  care;  while  others,  less  fortunate,  may 
never  acquire  a  significant  degree  of  independent  self  care,  but 
can  be  taught  many  activities  which  simplify  their  care  and  lead 
to  a  more  satisfactory  life  outside  a  hospital. 

The  principle  of  rehabilitation  was  clearly  stated  in  the  joint 
report  of  the  chairmen  of  the  Senate  Finance  Committee  and  the 
House  Ways  and  Means  Committee  of  the  1957  Legislature : 

"In  approving  these  expenditures  it  is  the  hope  of  the 
committees  that  a  constructive  and  economical  service  will  be 
promoted  by  the  intensification  of  the  curative  and  rehabilita- 
tive aspect  of  the  state  chronic  disease  program". 

Deer's  Head  Hospital 

In  1946,  following  the  delay  caused  by  World  War  II,  plans 
were  ready  for  a  hospital  in  Salisbury.  However,  bids  and  re-bids 
were  in  excess  of  the  original  estimate  of  1943  and  the  eventual 
cost  of  this  one  hospital  approximated  the  appropriation  intended 
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for  two  hospitals.  Deer's  Head  Hospital  was  finally  constructed 
and  placed  in  operation  in  October  1950.  It  takes  its  name  from 
the  small  peninsula  on  which  it  is  located.  The  capacity  is  284  beds 
and  occupancy  now  varies  from  90  to  96  per  cent. 

Montebello  Hospital 

In  1952,  Sydenham,  Baltimore  City's  former  contagious  dis- 
ease hospital,  was  purchased  from  the  City  by  the  State.  Opera- 
tion was  started  in  the  existing  buildings  in  April  1953  when  a 
number  of  patients  were  transferred  from  the  temporary  Ritchie 
State  Hospital  at  Cascade,  Maryland.  The  name  was  changed  to 
Montebello,  taken  from  the  name  of  the  nearby  lake  and  filtration 
plant.  Two  additions  have  been  constructed,  one  of  213  beds  now 
completed,  and  another  of  180  beds  under  contract  and  to  be  com- 
pleted in  1958.   The  total  bed  capacity  will  soon  be  482. 

Western  Maryland  Hospital 

This  298  bed  facility  located  just  within  the  northern  city 
limits  of  Hagerstown  on  the  grounds  of  the  former  Washington 
County  Almshouse  was  completed  and  occupied  in  November  1957. 
Dr.  Murray  Ferderber  of  the  University  of  Pittsburgh  emphasized 
rehabilitation  in  his  keynote  address  at  the  dedication  when  he 
stated:  "Today  it  is  over  the  hill  to  restoration,  and  then  back 
home — a  two-way  ticket  instead  of  a  one-way  ride." 

Administrative  Organization  of  the  Hospitals 

The  three  hospitals  are  under  the  single  direction  of  one 
superintendent.  Reporting  to  him  are  the  chief  physician  and 
business  manager  from  each  hospital.  The  chief  physician  has 
direct  responsibility  for  medical,  nursing,  rehabilitative,  labora- 
tory, and  social  services.  Under  the  general  direction  of  the  super- 
intendent, the  Medical  Director  and  Director  of  Physical  Medicine 
direct  the  medical  and  physical  medicine  activities  in  each  of  the 
three  hospitals. 

Description  of  the  Chronic  Disease  Hospital  Program  * 

Admissions 

Admission  to  the  chronic  hospitals  is  made  on  the  basis  of  a 
statement  by  a  physician  who,  after  an  examination,  finds  that  the 
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patient  is  in  need  of  chronic  hospital  care,  and  after  review  and 
approval  of  the  application  by  the  chronic  hospital  admissions 
committee.  The  applicant  may  express  preference  for  a  specific 
hospital  or,  if  immediate  hospitalization  is  necessary,  he  may  be 
admitted  to  any  of  the  three  having  a  vacancy.  Because  of  its 
urban  location  and  the  large  surrounding  population,  Montebello's 
waiting  list  for  admission  is  constantly  much  longer  than  either  of 
the  other  two. 

Each  application  received  is  reviewed  by  the  admissions  com- 
mittee consisting  of  the  Superintendent,  the  Director  of  Physical 
Medicine,  and  the  Medical  Director  or  Chief  Physician.  Applicants 
suitable  for  admission  are  classified  *  according  to  the  following 
criteria : 

Class  I  Applicants  with  a  good  potential  for  rehabilitation 
either  in  medicine  or  physical  medicine. 

Class  II  Applicants  with  such  severe  disability  that  the  outcome 
of  rehabilitation  is  doubtful  but  who  the  committee  feel 
should  be  given  a  trial  period  in  a  chronic  disease  hos- 
pital. 

Prior  to  the  admission  of  a  Class  II  applicant,  the 
family  or  responsible  relative  is  interviewed.  They  are 
informed  that  if  no  progress  toward  rehabilitation  is 
made  during  a  trial  period  of  six  to  eight  weeks,  they 
should  be  prepared  for  the  discharge  of  the  patient. 

Class  III  Terminal  patients,  or  those  requiring  nursing  care  that 
cannot  be  administered  except  in  a  hospital. 

Class  IV     Patients  previously  cared  for  in  one  of  the  chronic  dis- 
ease hospitals  who  require  readmission  for  additional 
chronic  hospital  care. 
Applicants  for  admission  are  rejected  only  after  careful  in- 
vestigation which  may  include  personal  discussion  of  the  patient 
with  the  family  physician,  home  visits  by  the  Instructive  Visiting 
Nurse  Association  or  County  Public  Health  Nurses,  and,  in  some 
instances,  visits  by  the  patient  to  the  hospital  for  formal  evaluation. 

Patients 
Approximately  one  half  of  the  patients  admitted  to  chronic 
disease  hospitals  are  candidates  for  rehabilitation  in  physical  medi- 


*  These  classes  are  not  priority  classifications — Subcommittee  comment 
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cine.  A  recent  analysis  of  the  first  144  patients  at  Montebello  Hos- 
pital to  reach  maximum  benefit  in  physical  medicine  showed  that 
the  age  of  the  patients  ranged  from  17  to  85  years,  the  mean  age 
being  55  years.  The  patients  in  this  group  were  referred  to  physi- 
cal medicine  because  of  the  following  conditions  and  disabilities : 

Hemiplegia 57 

Paraplegia 6 

Quadriplegia 8 

Multiple  sclerosis 11 

Other  neurological  diseases 17 

Fractures 15 

Amputations 4 

Other  orthopedic  conditions 2 

Arthritis 16 

Generalized  arteriosclerotic  disease  ....     5 
Miscellaneous  medical  conditions     ....     3 

Medical  patients  and  patients  for  custodial  or  terminal  care 
account  for  about  fifty  per  cent  of  the  current  census  in  the  hos- 
pitals. 

The  medical  staff  is  continually  concerned  with  medical  prob- 
lems in  patients  admitted  primarily  for  physical  rehabilitation. 
Medical  responsibility  includes  not  only  dealing  with  intercurrent 
medical  complications  in  these  patients,  but  also  treating  major 
medical  problems.  Numbers  of  hemiplegics  suffer  from  arterio- 
sclerosis, hypertension  or  diabetes.  Patients  with  spinal  cord  in- 
juries frequently  develop  muscular  spasms,  urologic  complications, 
or  decubitus  ulcers,  and  patients  with  arthritis  are  usually  under 
active  treatment  by  both  the  medicine  and  physical  medicine 
groups. 

Other  patients  are  essentially  problems  in  medical  rehabilita- 
tion. Any  chronic  disabling  condition  amenable  to  improvement  is 
included  in  this  category.  Some  patients  are  problems  in  diagnosis, 
some  are  problems  in  regulation,  while  others  require  convalescent 
care  after  trauma,  illness  or  surgery.  The  hospitals  have  admitted 
patients  with  asthma,  exfoliative  dermatitis,  chronic  heart  disease, 
ulcerative  colitis,  diabetes,  and  scleroderma.  These  patients  pre- 
sent many  problems  for  investigation.  The  hospital,  we  believe, 
can  provide  a  greater  service  in  the  area  of  medical  and  nursing 
rehabilitation  than  has  been  realized. 

Custodial  patients  are  those  with  relatively  stable  chronic 
conditions  requiring  constant  medical  or  nursing  care.    Examples 
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are  high  spinal  cord  lesions,  chronic  congestive  heart  disease, 
myasthenia  gravis  and  severe  ankylosing  arthritis.  If  this  type  of 
patient  can  be  cared  for  satisfactorily  in  a  nursing  home,  hospitali- 
zation is  economically  unsound.  The  number  of  custodial  patients 
admitted  to  each  hospital  has  been  inversely  proportional  to  the 
adequacy  of  nursing  home  facilities  in  the  respective  areas. 

Terminal  patients  are  those  with  progressively  fatal  diseases 
in  the  late  stages.  Examples  are  malignant  tumors,  and  progres- 
sive muscular  or  neurologic  diseases.  Intractable  pain,  extensive 
ulcerations  or  the  need  for  specialized  nursing  care  may  be  the 
indication  for  admission. 

Hospital  Programs 

Each  of  the  three  hospitals  has  diagnostic  facilities,  including 
laboratory  and  X-ray,  and  all  patients  are  completely  evaluated  on 
admission.  A  dentist  sees  all  admissions  and  necessary  repairs  are 
made.  In  some  instances,  dentures  are  fitted.  An  ophthalmologist 
does  refractions  and  glasses  are  obtained  when  indicated.  Chiropo- 
dist service  is  provided  in  all  three  hospitals.  Hearing  tests  are 
done  when  necessary  and  at  times  hearing  aids  are  fitted.  A  speech 
training  program  for  aphasics  is  available  at  Montebello  and  has 
been  planned  for  the  other  hospitals.  Through  the  cooperation  of 
the  Speech  and  Hearing  Society  of  Baltimore,  hard  of  hearing 
patients  can  be  trained  in  lip  reading.  This  service  is  provided 
only  in  the  Baltimore  hospital.  For  the  most  part,  the  same  facil- 
ities for  medical  care  and  rehabilitation  are  present  in  each  of  the 
three  hospitals.  Generally,  patients  need  not  be  transferred  from 
one  hospital  to  another.  However,  exceptions  have  been  made  when 
a  specialized  service  is  available  only  in  one  of  the  other  chronic 
disease  hospitals. 

As  soon  as  possible  after  admission,  the  patient  is  presented 
at  a  group  evaluation  clinic  where  representatives  of  the  medical 
staff,  physical  medicine  staff,  nursing  staff,  and  social  service  staff 
evaluate  and  summarize  the  medical  and  physical  conditions  of  the 
patient  and  outline  a  program  of  therapy.  The  patient's  individual 
problems  are  discussed  with  his  family  and  with  the  patient  him- 
self. Visiting  public  health  nurses,  vocational  rehabilitation  coun- 
selors, and  members  of  the  clergy  frequently  attend  these  confer- 
ences when  patients  in  whom  they  have  an  interest  are  presented. 

From  the  beginning  it  was  planned  that  the  hospitals  should 
be  located  near  accredited  general  hospitals  so  that  specialists  and 
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special  facilities  would  be  convenient.  Each  of  the  hospitals  has 
utilized  as  consultants  the  services  of  various  medical  and  surgical 
specialists  including  psychiati-ists. 

From  Montebello,  for  example,  a  surgical  emergency  is  ac- 
cepted immediately  by  the  University  Hospital.  Patients  requir- 
ing elective  surgery  are  seen  by  a  surgeon  prior  to  transfer  and 
the  optimum  time  is  chosen  in  conference  with  the  medical  and 
physical  medicine  staff.  Should  a  patient  request  a  surgeon  of  his 
own  choice  and  if  a  satisfactory  arrangement  can  be  made,  such  a 
request  is  promptly  granted.  Consultants  in  other  specialties,  in- 
cluding gynecology  and  dermatology  see  patients  on  request.  An 
ophthalmologist  and  a  radiologist  make  weekly  visits. 

The  Departments  of  Neurology,  Neurosurgery,  Urology  and 
Orthopedics  of  the  University  of  Maryland  Medical  School  and 
Hospital  use  Montebello  for  teaching  purposes.  Visiting  staff, 
house  staff,  and  students  in  these  departments  hold  clinics  at 
regular  intervals.  Nursing  students  in  the  degree  program  of  the 
University  of  Maryland  School  of  Nursing  began  an  affiliation  pro- 
gram with  Montebello  Hospital  in  1956.  During  the  academic  year 
an  instructor  is  assigned  to  Montebello  to  direct  these  activities 
in  cooperation  with  the  Medical  Director  and  the  Nursing  Service. 

The  hospitals'  budget  for  the  current  fiscal  year  provided,  for 
the  first  time,  a  full  time  pathologist  and  research  director.  A 
laboratory  is  being  provided  at  Montebello  Hospital.  All  material 
from  the  three  hospitals  will  be  processed,  studied,  and  diagnosed 
at  this  central  laboratory.  Monthly  clinical-pathologic  conferences 
are  planned  at  each  of  the  three  hospitals.  Laboratory  space  and 
facilities  for  research  are  also  being  provided.  Investigations  will 
be  directed  toward  problems  in  the  prevention,  diagnosis  and  treat- 
ment of  chronic  diseases. 

Dischar^ges 

In  accordance  with  the  wording  of  the  Act  of  1943,  custodial 
care  was  a  major  part  of  the  program  in  the  early  days.  With 
increasing  emphasis  on  rehabilitation,  less  and  less  of  the  hospital 
population  consists  of  custodial  patients  who  can  be  cared  for  more 
economically  in  nursing  or  boarding  homes.  With  the  changing 
hospital  population,  more  time  must  be  devoted  to  discharge 
planning. 

Because  the  public  frequently  has  the  impression  that  admis- 
sion to  a  chronic  disease  hospital  is  for  life,  it  is  necessary  to  begin 
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discharge  planning  even  before  admission.  Class  I  and  Class  II 
applicants,  admitted  for  rehabilitation,  can  expect  discharge  when 
maximum  hospital  benefit  has  been  reached.  Families  must  be 
made  aware  of  this  and  all  plans  for  discharge  of  the  patients  must 
include  the  families. 

Depending  on  the  degree  of  independence  achieved  during 
hospitalization,  patients  may  be  discharged  to  their  own  homes, 
boarding  homes  or  nursing  homes.  A  small  number  of  patients 
who  are  mentally  deteriorated  on  admission  or  become  so  during 
hospitalization,  are  discharged  to  mental  hospitals.  During  the 
fiscal  year  1957-58,  206  patients  were  discharged  from  the  chronic 
disease  hospitals — 69  per  cent  to  their  homes,  6  per  cent  to  board- 
ing homes,  16  per  cent  to  nursing  homes,  and  8  per  cent  to  mental 
hospitals.* 

Employment  plans  for  patients  able  to  work  also  begin  early 
during  hospitalization.  The  staff  cooperates  closely  with  the  State 
Vocational  Rehabilitation  Counselor.  Psychological  tests  are  made 
and  pre-vocational  training,  if  necessary,  is  started.  In  selected 
cases,  patients  are  given  a  trial  work  period  while  still  living  in  the 
hospital. 

Suwi'inary 

The  history  of  the  chronic  disease  hospitals  in  Maryland  is 
traced  from  the  almshouse  era  of  custodial  care  to  the  present  day 
operation  of  three  modern  hospitals  emphasizing  rehabilitation. 

Applicants  for  admission  to  the  chronic  disease  hospitals  are 
divided  into  three  principal  categories :  Those  who  are  expected  to 
benefit  from  rehabilitation  in  physical  medicine;  those  who  will 
benefit  from  prolonged  medical  management;  and  those  with 
chronic  progressive  fatal  disease  requiring  extensive  medical  or 
nursing  care. 

The  principal  function  of  the  chronic  disease  hospitals  is 
rehabilitation. 

The  three  hospitals  are  organized  as  a  unit  under  the  direction 
of  a  Superintendent  ....  Facilities  for  rehabilitation  and  medical 
care  are  duplicated  throughout.  Each  hospital  is  closely  associated 
with  an  accredited  general  hospital. 


*  The  206  discharges  for  fiscal  1958  do  not  include  those  from  Western 
Maryland  State  Hospital,  which  opened  in  November  1957.  The  actual  dis- 
charge figure  was  211.  New  admissions  for  the  fiscal  period  total  555,  estab- 
lishing an  admission  rate  of  263%  of  the  total  discharges. — Subcommittee 
comment 
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Financial  Requirements  for  Care,  Cost  of  Care,  and 
Program  Financing 

The  services  of  the  chronic  disease  hospitals  are  now  available 
to  all  Maryland  residents  regardless  of  their  ability  to  pay,  pro- 
viding they  are  medically  eligible.  Prior  to  June  1,  1957,  only 
indigent  and  medically  indigent  patients  could  be  admitted.  The 
law  was  changed  in  1957,  however,  to  permit  admission  of  higher 
income  patients  providing  they  pay  up  to  the  full  cost  of  care. 
This  change  was  made  because  of  the  increased  emphasis  on  reha- 
bilitation (as  against  custodial  care),  and  because  of  the  virtual 
absence  in  Maryland  of  comprehensive  non-Gk)vernmental  rehabili- 
tation facilities. 

The  current  cost  of  care  is  $13.75  per  day.  The  State  bears 
all  but  75^  of  this  cost  for  the  indigent.  The  75^  is  paid  by  the 
political  subdivision  from  which  the  patient  comes.  This  sum  (75^) 
was  the  original  cost  of  almshouse  care  at  the  time  the  almshouses 
were  supplanted  by  the  chronic  disease  hospitals. 

Patients  who  can  afford  to  pay  for  care  are  billed  according 
to  their  ability  to  pay,  up  to  the  full  cost  of  care.  The  local  welfare 
department  determines  the  amount  which  the  patient  should  pay. 
The  subdivision  makes  the  collections,  deducts  the  75^  per  day 
which  it  paid  the  State,  and  transmits  the  balance  to  the  State 
Treasurer  for  deposit  in  general  funds.  There  is,  therefore,  little 
incentive  for  either  the  political  subdivision  or  the  State  Health 
Department  to  be  diligent  in  collection  of  funds.  Table  1  shows 
the  scale  used  to  determine  a  patient's  ability  to  pay  for  care. 
Table  3  indicates  the  extent  of  subdivision  contributions  and  col- 
lections for  1959,  and  the  actual  cost  of  care  in  chronic  disease  hos- 
pitals for  each  political  subdivision. 

Findings 

1.  The  subcommittee  is  impressed  with  the  quality  of  the  profes- 
sional staffing  of  the  program  in  the  chronic  disease  hospitals. 

2.  Current  policies  on  the  operation  of  chronic  disease  hospitals 
for  admission,  treatment,  discharge  and  follow-up  appear  to 
be  comprehensive,  to  the  best  interest  of  patients'  welfare,  and 
well  accepted  by  the  medical  profession  and  health  officers  of 
the  areas  involved. 

8.  On  the  basis  of  sample  studies  on  patients  in  chronic  disease 
hospitals  that  have  reached  maximum  hospital  benefit,  it  would 
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appear  that  excessive  stays  are  being  experienced,  due  to  in- 
ability to  discharge  patients  when  medically  indicated.  This 
appears  to  result  from : 

a.  Length  of  time  needed  by  welfare  to  certify  indigent 
patients  ready  for  discharge  from  chronic  hospitals, 

b.  The  inability  to  obtain  acceptance  of  the  patient  by  the 
patient's  family,  a  care  home,  or  a  nursing  home, 

c.  The  unwillingness  of  patients  to  apply  for  welfare  as- 
sistance when  enjoying  the  security  and  benefits  of  a 
chronic  hospital.  The  full  impact  of  this  unnecessary 
utilization  can  be  ascertained  from  Table  2  and  Ex- 
hibit II. 

4.  Because  of  the  excessive  time  needed  to  obtain  discharge  of 
indigent  patients  after  reaching  maximum  hospital  benefit,  the 
operation  of  chronic  disease  hospitals  would  be  more  efficient 
and  afford  more  care  to  those  needing  chronic  hospital  care  if 
time  could  be  shortened  for  certification  by  welfare  of  indigent 
patients  ready  for  discharge  from  chronic  disease  hospitals. 
This  would  not  only  eliminate  the  costs  for  unneeded  care,  but 
would  allow  earlier  hospitalization  of  individuals  on  the  wait- 
ing list  for  chronic  hospitalization.  Because  of  the  practical 
difficulties  involved  (i.e.,  patient  refusal  to  permit  welfare  in- 
vestigation and  difficulty  in  locating  responsible  relatives), 
alternative  measures  may  be  necessary. 

5.  Chronic  disease  hospitals  are  not  receiving  all  of  the  Federal 
aid  that  is  available  for  costs  of  indigent  chronic  patient  care. 
Were  welfare  grants  continued  while  a  patient  is  in  the  hos- 
pital, the  Federal  appropriation  would  help  offset  the  cost. 
Continuation  of  these  grants  is  permissive,  but  Maryland  has 
not  acted  since  the  amount  of  Federal  aid  would  be  more  than 
offset  by  the  resulting  State  share  of  the  welfare  grant.  This 
would  amount,  in  effect,  to  State  payment  for  chronic  disease 
care  in  Baltimore  City  Hospitals.  Baltimore  City  Hospitals 
does  not  receive  any  State  aid  at  the  present  time  for  chronic 
disease  care. 

6.  Present  laws  require  the  family  to  assume  financial  respon- 
sibility for  indigent  care.  It  is  often  difficult  for  welfare  to 
gain  contact  with  responsible  members  of  a  family. 

7.  Service  to  chronically  ill  patients  by  social  workers  and  the 
public  health  nurse  are  of  great  value.   More  adequate  cover- 
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age  would  result  in  better  family  and  community  responsibility 
for  the  chronically  ill  patients,  and  lead  to  shorter  hospital 
stays  by  effecting  earlier  acceptance  of  patients  ready  for  dis- 
charge by  families,  care  homes,  or  nursing  homes. 

8.  Chronically  ill  individuals  having  a  minimum  need  for  nurs- 
ing care  could  probably  be  adequately  provided  for  in  care 
homes,  supervised  by  the  Department  of  Health.  There  are 
presently  very  few  of  these  homes  which  are  licensed. 

9.  The  cost  of  chronic  hospitalization  is  approximately  $13.75 
per  day,  nursing  home  costs  from  $5.50  to  $8.00  per  day. 

10.  There  is  a  lack  of  uniform  participation  by  the  political  sub- 
divisions in  the  collection  of  costs  in  excess  of  75^  per  day  for 
chronic  disease  hospital  patients. 

11.  If  the  Case  formula  or  a  similar  method  of  maintaining  local 
responsibility  were  used  in  determining  financial  support  for 
patients  in  chronic  disease  hospitals,  it  would  increase  local 
interest  and  aid  in  the  proper  disposition  of  chronic  disease 
hospital  patients. 

Recommendations 

1.  Current  medical  policies  on  the  operation  of  chronic  disease 
hospitals  appear  to  be  fundamentally  sound  and  should  be 
continued. 

2.  The  operation  of  chronic  disease  hospitals  would  be  improved 
if  discharge  of  patients  who  have  reached  maximum  hospital 
benefit  could  be  facilitated.  It  is  recommended  that  this  be 
accomplished  by : 

a.  Improving  and  expanding  local  social  service  and  pub- 
lic health  nursing  programs  for  chronic  disease  hos- 
pitals, nursing  homes,  and  care  homes.  In  this  way, 
more  desirable  contacts  can  be  maintained  with 
families  and  communities  on  chronic  patient  problems 
which  relate  to  discharge  from  chronic  hospitals. 

b.  Continuing  welfare  grants  to  indigent  patients  in 
chronic  disease  hospitals  so  that  (1)  certification  will 
not  be  required  at  time  of  discharge;  (2)  the  Federal 
aid  in  the  subsistance  grant  might  be  had  to  help  offset 
the  cost  of  care. 
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c.  Giving  the  State  Health  Department  authority  and 
funds  to  purchase  care  at  a  lower  level  when  medically 
advisable,  irrespective  of  the  patient's  welfare  status 
and  desires. 

3.  Steps  should  be  taken  to  increase  the  availability  of  nursing 
and  care  homes  for  the  chronically  ill. 

4.  The  Case  formula  or  similar  method  of  financing  should  be 
used  to  finance  chronic  disease  hospital  and  nursing  home  care 
in  order  to  maintain  local  responsibility  and  increase  local 
interest  and  aid  in  the  proper  disposition  of  chronic  disease 
hospital  patients. 


i 
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Table  2 
PROLONGED  STAYS  IN  CHRONIC  DISEASE  HOSPITALS 


Hospital 

Maximum  Hospital  Benefit 
Patients  Discharged 

7/1/58—5/31/59 
(11  months) 

Total  Number  of  Days 
from 
Maximum  Hospital  Benefit 
to  Discharge 

Montebello 

167 

9,904 

Deer's  Head 

73 

7,197 

Western  Maryland... 

55  (estimated) 

1,650  (estimated) 

295 

18,751 

x$  13.75  average  cost  per  day 

$257,826 

+23,439  average  monthly  cost 

$281,265  average    cost   of   pro- 
longed stays  (projected 
for  12  months) 

N.B. — Estimated  cost  computed  on  basis  of  average  per  diem  cost  for  all  patients. 
Were  an  actual  per  patient  cost  available  the  total  would  be  slightly  lower 
since  the  patients  who  have  reached  Maximum  Hospital  Benefit  require 
minimal  care. 
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Table  3 

CHRONIC  DISEASE  HOSPITALIZATION 

State  Hospitals — 1959  Fiscal  Year 


Subdivisions 

Baltimore  City 

Allegany 

Anne  Arundel.... 

Baltimore 

Calvert 

Caroline 

Carroll 

Cecil 

Charles 

Dorchester 

Frederick 

Garrett 

Harford 

Howard 

Kent 

Montgomery 

Prince  George's 
Queen  Anne's... 

St.  Mary's 

Somerset 

Talbot 

Washington 

Wicomico 

Worcester 

TOTAL. 


Patient  Contributions     Subdivision  Net  State 
(in  excess  of  75c  per  Payments  (at  75c  General 

patient  day)  per  patient  day)    Funds 

$  64,258  $  44,555  $707,457 

5,288  3,441  54,287 

4,201  72,730 

13,031  8,846  140,116 
484  8,375 

3,872  2,807  44,732 

3,616  1,967  30,445 

633  1,738  29,454 

7  1,551  26,846 

1,421  8,492  145,597 

5,414  93,727 

428  7,401 

2,743  47,500 

2,073  994  15,146 
1,402  3,172  53,512 
3,474  60,148 

417  4,708  81,105 

525  4,309  74,075 

1,545  26,750 

276  9,556  165,182 

1,155  4,560  77,809 

7,536  9,739  161,077 

6,965  12,346  206,784 

3,464  4,505  74,538 

$115,939  $145,575  $2,404,793 


Total 


$816,270 

63,016 

76,931 

161,993 

8,859 

51,411 

36,028 
31,825 
28,404 
155,510 
99,141 

7,829 
50,243 
18,213 
58,086 
63,622 

86,230 
78,909 
28,295 
175,014 
83,524 

178,352 

226,095 

82,507 

$2,666,307 
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EXHIBIT  II 

PROLONGED  STAYS  IN  CHRONIC  DISEASE  HOSPITALS 

Detailed  Data 

Maryland  State  Department  of  Health 

Executive  Office  July  7,  1959 

Judge  Joseph  Sherbow,  Chairman 
Study  Group  on  Financing  Programs 

Maryland  Medical  and  Hospital  Programs 
Committee  on  Medical  Care 

Maryland  State  Planning  Committee  (Department) 
State  Office  Building 
Baltimore  1,  Maryland 

Dear  Judge  Sherbow : 

I  am  pleased  to  forward  for  your  information  some  data  which 
you  requested  at  the  April  30,  1959  meeting  of  your  Committee  on 
Financing  Maryland's  Medical  and  Hospital  Programs.  You  will 
recall  that  you  wanted  an  estimate  of  the  number  of  days  patients 
stayed  unnecessarily  in  chronic  hospitals  and  general  hospitals. 

Dr.  J.  A.  McCallum  has  submitted  figures  which  reflect  experi- 
ences at  the  three  chronic  disease  hospitals.  All  three  of  these 
reports  clearly  show  how  a  few  extremely  difficult  to  place  cases 
can  distort  the  overall  average.  Dr.  McCallum  mentioned,  and  I 
wish  to  stress,  that  the  use  of  social  service  has  improved  the  pic- 
ture somewhat,  but  much  more  needs  to  be  done  in  strengthening 
social  service  in  cutting  down  the  lag  between  maximum  rehabilita- 
tion benefit  (MRB)  and  placement  in  a  lower  cost  and  more  ap- 
propriate level  of  care. 

At  Montebello  from  July  1,  1958  to  June  1,  1959,  there  were 
9,904  days  care  where  theoretically  the  patient  might  have  been  in 
less  costly  facilities  at  $13.75  per  day.  This  figure  for  Montebello 
alone  amounts  to  $136,180.  Of  course  it  is  unrealistic  to  suppose 
that  all  of  these  placements  could  ever  be  accomplished  on  the  day 
maximum  benefit  is  reached  but  certainly  the  development  and 
availability  of  more  extensive  local  health  services,  organized  home 
care  programs,  more  adequate  nursing  home  facilities,  and  more 
social  service  to  accomplish  the  placements  is  necessary. 

There  is  also  enclosed  a  letter  concerning  the  general  hospitals. 

Sincerely  yours. 

Perry  F.  Prather,  M.D.,  Director 
CC     Mr.  Marshall  W.  Raffel 
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EXHIBIT  II  (Continued) 


July  7,  1959 

Dr.  Perry  F.  Prather,  Director 
State  Department  of  Health 
301  W.  Preston  Street 
Baltimore  1,  Maryland 

Dear  Dr.  Prather : 

At  the  request  of  Dr.  Davens  and  others  I  am  submitting 
figures  showing  patients  discharged  from  our  three  chronic  disease 
hospitals  since  the  date  we  began  recording  maximum  hospital 
benefit.  These  figures  are  given  by  fiscal  year. 

The  Deer's  Head  and  Montebello  summaries  are  similar  in 
detail.  The  second  page  of  the  Deer's  Head  report  is  a  summary 
of  maximum  benefit  patients  remaining  in  the  hospital  at  the  end 
of  each  fiscal  year.  The  second  page  of  Montebello's  report  is  a 
break-down  of  cases  by  length  of  stay  simply  to  show  how  a  few 
extremely  difficult  to  place  cases  can  distort  the  overall  average. 
Those  Montebello  maximum  benefit  patients  remaining  at  the  end 
of  May  1959,  are  shown  at  the  bottom  of  this  page. 

Dr.  Lyon's  summary  is  more  of  a  narrative  due  largely  to  the 
fact  that  his  number  is  small  and  that  Western  Maryland  has  been 
operating  only  a  short  period  of  time. 

The  actual  cost  to  the  State  in  dollars  of  this  discharge  prob- 
lem can  be  appreciated  when  one  multiplies  the  unnecessary  days 
of  hospitalization  by  the  per  diem  cost  in  each  of  the  given  fiscal 
years.  If  there  is  additional  information  that  we  can  furnish  or 
any  clarification  of  the  figures  we  will  be  happy  to  cooperate. 

Summaries  are  being  forwarded  to  Dr.  Davens,  Dr.  Tobler 
and  Mr.  Fritz. 

Very  truly  yours, 

James  A.  McCallum,  M.D. 
Superintendent 

JAMcC/d 

CO.    Dr.  Davens 

Dr.  Tobler 

Mr.  Fritz 
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EXHIBIT  II   (Continued) 


MONTEBELLO  STATE  HOSPITAL 


July|l,  1957— June  30,  1958. 
July^l,  1958— May  31,  1959. 


Admitted 

Discharged 

Died 

216 

119 

44 

318 

192 

76 

1957-58       119  Patients  Discharged 

— 12  Discharged  (not  Maximum  Hospital  Benefit) 

—  5  Died  while  on  transfer 

—  9  Discharged  to  mental  hospitals 
— 19  Discharged  to  other  hospitals 


74  Discharged  to:         Maximum  Hospital  Benefit  Average                              ' 

to  Discharge  " 

Home 54                       1,881  days  34.8  days                              . 

Nursing  Home.. 20                       2,802  days  140.1  days                              I 

4,683  days  62      days 

1958—         192  Patients  Discharged  ! 

5/31/59  I 

— 15  Discharged  (not  Maximum  Hospital  Benefit)  i 

—  2  Died  while  on  transfer  ' 

—  5  Discharged  to  mental  hospitals 

—  3  Discharged  to  other  hospitals 


167  Discharged  to:  Maximum  Hospital  Benefit        Average 

to  Discharge 

Home 110  3,492  days  31.8  days 

Nursing  Home  48  4,988  days  103.9  days 

Boarding  Home   9  1,424  days  158.2  days 

Total 9,904  days  59.3  days 
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EXHIBIT  II   (Continued) 

State  of  Maryland 
Department  of  Health 

Chronic  Disease  Hospitals 

June  2,  1959 

Dr.  James  A.  McCallum 
Medical  Superintendent 
Montebello  State  Hospital 
2201  Argonne  Drive 
Baltimore  18,  Maryland 

Dear  Doctor  McCallum : 

In  reply  to  your  request,  following  is  information  concerning 
average  stay  of  patients  between  date  of  maximum  benefit  and 
date  of  successful  discharge.  This  information  covers  the  period 
between  November  11,  1957,  and  May  31,  1959,  inclusive. 

Total  admissions  320.  Discharges  131.  Deaths  61.  Census 
June  1,  1959,  128. 

Of  the  131  live  discharges,  one-third  was  not  included  in  this 
study;  some  patients  left  A.M.A.  before  reaching  maximum  bene- 
fit; some  patients  were  allowed  to  return  to  their  homes  before 
reaching  maximum  benefit ;  and  some  patients  actually  did  not  re- 
quire hospitalization.  Ninety  patients  are  included  in  this  study. 

Average  stay  between  maximum  benefit  and  discharge  for 
these  90  patients  was  30  days.  64  patients  returned  to  their  own 
homes,  average  stay  20  days.  16  patients  were  transferred  to  nurs- 
ing homes,  average  stay  42.6  days.  10  patients  were  transferred 
to  boarding  homes,  average  stay  71  days. 

65  patients  were  treated  in  Physical  Therapy  during  part  or 
all  of  their  stay.  Average  in  this  group  was  35  days.  25  patients 
received  medical  treatment  only  and  average  in  this  group  was 
16  days. 

I  do  not  believe  the  above  figure  gives  an  accurate  picture  of 
the  situation  since  it  is  obvious  that  a  long-drawn-out  placement 
problem  in  just  one  patient  will  materially  affect  the  averages.  For 
example,  one  patient  had  to  remain  114  days  beyond  maximum 
benefit  because  of  friction  in  her  family  concerning  placement 
plans.  Another  remained  102  days  because  of  refusal  on  the  part 
of  a  daughter  to  allow  her  mother  to  return  to  her  home.  Another 
remained  284  days  because  the  family  failed  to  cooperate  with  us 
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EXHIBIT  II  (Continued) 


in  making  plans.  Another  remained  198  days  because  of  his  own 
indecision  as  to  where  he  preferred  going.  One  patient  remained 
86  days  because  of  the  financial  inability  of  the  family  to  provide 
for  an  attendant  at  home.  One  patient  was  purposely  kept  for  73 
days  prior  to  cardiac  surgery  because  a  later  date  suited  the 
cardiac  surgeon.  And  lastly,  one  patient  was  kept  for  177  days 
because  of  our  own  inability  to  make  definite  plans;  a  Medical 
Social  Worker  would  have  been  of  help  to  us  in  this  as  well  as  in 
other  cases. 

Two  cases  mentioned  above  (284  and  198  days)  account  for 
the  high  average  of  the  boarding  house  cases. 

Very  truly  yours, 

I.  B.  Lyon,  M.D. 
Chief  Physician 

pb 
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EXHIBIT  II  (Continued) 


DEER'S  HEAD  STATE  HOSPITAL 
SALISBURY,  MD. 


DISCHARGES: 


July  1,  1957— June  30,  1958. 
July  1,  1958— June  30,  1959. 


87 

82 


1957-58 


1958-59 


87  Patients  Discharged 
-8  Patients  transferred  to  other 
hospitals  (5  mental;  3  other) 

79  Discharged  to: 

Home 58 

Nursing  Home 10 

Care  or  Boarding  Home  11 

Total 


83  Patients  Discharged 
-10  Patients  transferred  to  other 
hospitals  (4  mental;  6  other) 

73  Discharged  to: 

Home 50 

Nursing  Home 15 

Care  or  Boarding  Home   8 

Total 


MHB  to  Discharge 


2,090  Days 

966  Days 

1,044  Days 


4,100  Days 


MHB  to  Discharge 

2,393  Days 
3,735  Days 
1,069  Days 


7,197  Days 


Average 


36.0  Days 
96.6  Days 
94.9  Days 

51.89  Av. 


Average 

47.8  Days 
249.  Days 
133.6  Days 

98.58  Av. 


DEER'S  HEAD  STATE  HOSPITAL 
SALISBURY,  MD. 

M.H.B.  PATIENTS  STILL  IN  HOSPITAL  7/1/58 130  Patients 

TOTAL  NUMBER  OF  DAYS  FROM  M.H.B.^TO  7/l/58..49,371  Days 

AVERAGE  DAYS  PER  PATIENT  SINCE  M.H.B 379  Days 

July  1,  1958  to  June  30,  1959: 

M.H.B.  Patients  Discharged 18 

M.H.B.  Patients  Died 24 

New  M.H.B.s  Still  Hospitalized 8 

M.H.B.  PATIENTS  IN  HOSPITAL  7/1/59 101  Patients 

TOTAL  NUMBER  OF  DAYS  FROM  M.H.B.  to  7/l/59....71,809  Days 
AVERAGE  DAYS  PER  PATIENT  SINCE  M.H.B 710.9  Days 
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Inpatient  Program 

General 

The  Inpatient  Program  provides  State  aid  toward  the  costs  of 
inpatient  care  for  indigent  and  medically  indigent  residents  of  the 
State  in  35  general  and  7  special  hospitals. 

Historical  Background 

Since  1798,  the  State  of  Maryland  has  given  financial  assist- 
ance to  various  private  institutions,  including  hospitals.  Through- 
out the  nineteenth  century,  grants  for  particular  purposes  were 
made  directly  by  special  acts  of  the  Legislature.  Typical  is  an  act 
of  1900,  appropriating  "the  sum  of  five  hundred  dollars  to  be  used 
in  erecting  a  suitable  building  and  maintaining  the  same  as  a 
hospital  at  Frederick  City,  in  Frederick  County,  Maryland", 
(Chapter  361) 

At  the  turn  of  the  century,  steps  were  taken  to  place  aid  to 
institutions  on  a  more  orderly  and  regular  basis.  A  Board  of 
State  Aid  and  Charities  was  authorized  in  1900,  its  purpose  to 
recommend  yearly  appropriations  for  Asylums,  Charitable  and 
Educational  Homes,  Hospitals,  Nurses,  and  Military  Institutions. 
Beginning  in  fiscal  year  1903,  grants  to  voluntary  hospitals  were 
made  a  part  of  the  general  appropriation  act  and  have  been  so  con- 
tinued to  the  present  day. 

Appropriations  to  institutions  were  originally  made  and  con- 
tinued to  be  made  until  1940  as  lump  sums.  But  there  were  early 
attempts  to  determine  costs  and  to  find  an  equitable  basis  for  pay- 
ment. In  1912,  the  Board  computed  the  average  per  diem  cost  of 
hospitals  at  $1.67  and  estimated  the  cost  of  a  free  patient  at  $1.25 
a  day.  Using  this  estimate  as  a  basis  and  deducting  for  patient 
income  and  other  public  funds  received  by  hospitals,  the  Board 
arrived  at  its  recommended  appropriations.  From  time  to  time 
there  were  various  revisions  of  the  maximum  per  diem  rate  spe- 
cified in  the  appropriation  acts,  but  there  also  is  evidence  that  the 
number  of  days  of  care  to  charity  patients  at  those  rates  far 
exceeded  the  appropriated  amounts. 

In  1939,  the  Board  of  State  Aid  and  Charities  was  reorganized 
as  the  State  Department  of  Public  Welfare,  and  during  the  next 
10  years  a  number  of  improvements  were  introduced.  A  Hospital 
Advisory  Committee  was  set  up,  consisting  of  hospital  administra- 
tors, the  medical  profession,  and  the  welfare  group.    Payments  to 
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hospitals  were  based  on  the  number  of  days  care  each  hospital 
rendered  to  eligible  persons.  In  1943  the  individual  determination 
of  eligibility  was  undertaken  by  the  Department  of  Public  Welfare 
and  income  scales  for  medical  indigency  were  adopted.  A  standard 
cost  report  from  the  hospitals  was  required.  The  maximum  per 
diem  payment  to  general  hospitals  was  increased  in  several  steps 
to  $10.00  in  1947. 

In  1949  the  hospitalization  program  was  transferred  to  the 
Department  of  Health,  except  for  the  certification  of  eligibles 
which  remained  a  function  of  Welfare.  Since  1949  general  fea- 
tures of  the  program,  administered  by  the  Bureau  of  Medical  Serv- 
ices and  Hospitals  in  the  State  Health  Department,  have  remained 
the  same.  There  have  been  changes,  however,  in  the  amounts  and 
formula  for  payment.  The  deduction  in  State  payments  to  Balti- 
more hospitals  for  payments  made  by  the  City  of  Baltimore  was 
eliminated  in  1955.  In  1958  a  formula  for  payment  to  general  hos- 
pitals was  adopted  providing  a  maximum  payment  per  day  of  60  % 
of  the  State-wide  weighted  average  cost  of  all  participating  hos- 
pitals. A  further  modification  of  the  formula  was  adopted  in  the 
1959  session  of  the  Legislature.  Effective  January  1,  1960,  general 
hospitals  now  receive  a  maximum  per  diem  payment  of  80  %  of  the 
individual  average  daily  costs. 

Description  of  the  Inpatient  Program 

The  Inpatient  Program — acute  care  to  inpatients  in  general 
hospitals — is  a  major  element  in  the  over-all  program  for  care  of 
the  sick  poor  in  Maryland.  By  using  the  voluntary  hospitals  as  the 
basic  resource  for  acute  care  of  the  needy,  the  State  and  local 
governments  have  found  it  unnecessary  to  build  extensive  public 
hospital  systems. 

Essential  features  in  the  operation  of  the  program  are  as 
follows : 

1.  Medical  eligibility  is  determined  by  the  referring 
physician,  subject  to  general  policies  of  the  hospital 
and  concurrence  by  the  treating  physician  when  the 
patient  is  not  to  be  cared  for  by  the  referring  physi- 
cian. In  emergencies  and  in  hospitals  with  house 
staffs,  the  patient  may  be  admitted  without  referral. 

2.  Financial  eligibility  is  determined  and  certified  by 
local  welfare  departments  under  standards,  including 
income  scales,  concurred  in  jointly  by  the  State  De- 
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partment  of  Public  Welfare  and  State  Department  of 
Health. 

3.  The  patient  is  entitled  to  all  services  of  the  hospital  as 
needed.  He  is  ordinarily  given  ward  care. 

4.  Until  January  1,  1960,  authority  for  care  at  State 
expense  was  limited  to  26  days  from  date  of  admis- 
sion, but  an  extension  could  be  obtained  upon  applica- 
tion to  and  approval  by  the  State  Department  of 
Health.  Since  this  date,  payment  of  general  hospital 
costs  has  been  made  for  3  days  on  welfare  certifica- 
tion alone.  Within  these  3  days,  the  hospital  must 
submit  to  the  State  Department  of  Health  an  admis- 
sion notice,  giving  a  provisional  diagnosis  and  esti- 
mated period  of  hospitalization.  A  Department  physi- 
cian reviews  and  either  approves  or  questions  the 
number  of  days  care  required  for  treatment  of  the 
diagnosed  difficulty.  A  grace  period  of  3  days  is 
allowed  within  the  approval  (i.e.,  an  approved  stay  of 
6  days  could  be  extended  to  9  days  without  loss  by  the 
hospital  of  reimbursement  by  the  State).  Extension 
procedures  formerly  in  use  still  apply  at  the  expira- 
tion of  the  originally  authorized  time. 

6.  Effective  January  1,  1960,  the  State  per  diem  payment 
to  general  hospitals  became: 

a.  80  %  of  the  individual  hospital's  average  daily 
cost,  with  a  floor  of  $13.00,  or 

b.  billings  or  cost  if  either  is  lower  than  the 
above. 

Six  special  hospitals  offering  long-term  care  are  paid 
$5.50  per  day,  or  cost  if  lower.  A  tuberculosis  hospital 
for  children  is  now  paid  80%  of  cost,  or  the  average 
cost  in  State-owned  tuberculosis  institutions  if  lower. 
Hospital  costs  are  reported  to  and  audited  by  the  State 
Health  Department. 

7.  "Appropriations"  are  made  to  individual  hospitals 
based  upon  the  number  of  approved  days  care  given 
during  the  previous  fiscal  year,  multiplied  by  the  ap- 
propriate per  diem  rate  of  payment.  Current  appro- 
priations reflect  the  service  and  cost  experience  of  the 
hospitals  in  the  preceding  12  to  24  months.  Hospitals 
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"earn"  the  appropriation  as  days  of  care  are  given. 
They  are  reimbursed  monthly  upon  presentation  of 
separate  bills  for  each  patient.  Provision  is  made  for 
redistribution  of  any  available  funds  from  hospitals 
who  "undeream"  to  hospitals  who  "overearn". 

8.  Hospitals  are  authorized  and  urged  to  make  additional 
collections  from  the  medical  indigent,  and  funds  so 
collected  are  shared  equally  by  the  hospital  and  the 
government  unit  as  an  offset  to  the  per  diem  payments. 

9.  Local  government  units  are  encouraged  to  supplement 
State  payments  but  do  so  in  varying  degree.  Some 
counties  make  no  supplemental  payments. 

Program  Financing 

The  cost  of  the  program  to  the  State  has  grown  as  hospital 
services  to  a  larger  population  have  increased  and  as  hospital  per 
diem  costs  have  risen.  In  1903  the  total  appropriation  was 
$95,000 ;  by  1925  it  had  increased  to  $350,000.  In  1942  it  reached 
the  level  of  $500,000  and  in  1948  the  appropriation  first  exceeded 
$1,000,000.  Since  World  War  II,  the  increase  has  been  marked. 
Appropriations  of  the  last  five  years  and  the  next  fiscal  year  are: 

Fiscal  Year    Appropriation       Days  Care 


1956 

$3,308,764 

310,836 

1957 

3,556,247 

311,168 

1958 

3,492,168 

321,419 

1959 

3,776,895 

325,743 

1960 

4,816,422 

304,390   (estimated) 

1961 

7,509,509 

402,095   (estimated) 

A  complete  record  of  supplemental  payments  or  other  types 
of  support  to  hospitals  by  local  governments  in  Maryland  would 
not  be  available  without  exhaustive  and  probably  inconclusive  re- 
search. However,  data  are  available  to  show  that  some  local 
governments  make  negligible  or  no  payments  to  hospitals  for  care 
of  the  indigent  and  medical  indigent.  Beginning  July  1,  1960,  Bal- 
timore City  will  supplement  the  State  payment  at  approximately 
$6.00  per  day  (or  20%  of  cost)  for  city  residents.  In  fiscal  year 
1958,  the  City  payments  totaled  $490,470  for  about  130,000  days 


*  The  significant  increase  is  due  in  part  to  the  inclusion  of  Baltimore  City 
Hospitals  in  1961,  and  in  part  to  the  increase  in  reimbursement  to  80%  of  the 
individual  hospital's  cost,  eflFective  January  1,  1960. 
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care.  Hospitals  participating  in  the  State  program  were  asked  to 
report  their  payments  from  local  government  in  recent  years  for 
patient  care.  Seventeen  of  21  out-of -Baltimore  hospitals  furnished 
data  (Table  4).  Three  hospitals  report  no  payments.  Not  shown 
on  the  table,  Prince  George's  General  Hospital,  a  county  institution, 
is  now  receiving  approximately  $160,000  annually  from  the  county 
which  makes  up  the  budgeted  difference  between  income  and  ex- 
pense. In  the  remaining  20  out-of -Baltimore  voluntary  participat- 
ing hospitals,  an  estimate  of  $250,000  in  total  local  government 
payments  in  1957  for  inpatient  care  would  appear  to  be  liberal.  This 
figure  should  be  considered  in  relation  to  State  payment  of  ap- 
proximately $1,000,000  to  these  institutions  in  fiscal  year  1957-58. 
Most  local  payments,  including  those  from  several  cities,  are  lump 
sum  appropriations  although  per  diem  pajrtnents  of  $3.00  are 
made  by  Baltimore  County  and  $13.00  (maximum)  by  Montgomery 
County.  Local  government  support  is  almost  always  limited  to 
payments  to  local  hospitals  and  does  not  include  payment  for  local 
residents  who  become  patients  in  more  distant  hospitals  in  the 
State.  Table  5  gives  a  subdivision  breakdown  of  State  payments 
for  patients  in  general  and  special  hospitals  for  1959.  It  also  pro- 
vides a  breakdown  of  the  losses  experienced  by  each  of  the  hos- 
pitals under  the  Inpatient  Program,  based  on  the  State  appropria- 
tion. Table  6  provides  a  10-year  comparison  of  endowment  income 
in  30  Maryland  hospitals.  Table  7  provides  a  comparison  of  chari- 
table contributions. 

University  Hospital  and  Baltimore  City  Hospitals 

The  subcommittee  was  asked  to  consider  the  advisability  of 
including  under  the  Inpatient  Program  the  2  governmental  hos- 
pitals in  the  City  of  Baltimore:  (1)  University  Hospital,  a  State 
general  hospital,  which  is  a  part  of  the  University  of  Maryland 
and  is  the  clinical  resource  of  the  School  of  Medicine,  and  (2)  Bal- 
timore City  Hospitals,  which  has  an  acute  section  and  was  estab- 
lished for  the  care  of  the  poor  of  Baltimore  City. 

University  Hospital  operates  on  a  budget  ratio  of  55%  for 
paying  patients  and  45%  for  non-paying  or  free-care  patients. 
Excluding  the  cost  of  the  physical  plant,  the  55%  group  is  self- 
supporting. 

It  is  mandatory  that  University  Hospital  stay  within  its  budg- 
eted program;  there  is  no  source  of  funds  open  to  the  hospital 
beyond  the  two  already  mentioned.   It  receives  no  funds  from  the 
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Community  Chest  or  various  community  drives  in  support  of  the 
hospital;  neither  does  it  have  an  endowment  on  which  it  might 
draw  for  lost  (uncertified)  days.  There  appear  to  be  no  positive 
reasons  for  the  substitution  of  another  way  of  financing  a  part  of 
that  program,  rather  than  through  the  established  budget  mechan- 
ism, except  for  the  advisability  of  securing  subdivision  participa- 
tion with  the  subsequent  coordination  of  case  management.  Be- 
cause of  this,  a  single  advantage,  it  might  be  well  to  include  Uni- 
versity Hospital  under  a  formula  which  would  reimburse  the  insti- 
tution up  to  full  cost  for  services  to  those  who  cannot  pay,  provid- 
ing the  needs  of  the  medical  school  program  are  fully  met.  To  as- 
sure its  growing  educational  needs.  University  Hospital  would 
have  to  secure  its  budget  as  at  present,  with  General  Funds  being 
reimbursed  through  the  State  Department  of  Health  for  the  local 
share  of  costs. 

Baltimore  City  Hospitals  recently  requested  participation  in 
the  Inpatient  Program,  and  was  included  by  Gk)vernor  Tawes  in  his 
1961  budget  with  reimbursement  at  80%  of  cost,  as  with  the  other 
general  hospitals.  Justification  for  inclusion  under  the  formula  lies 
in  the  fact  that  if  Baltimore  City  Hospitals  did  not  provide  care, 
a  State-financed  or  State-operated  institution  would  be  forced  to 
render  the  needed  service.  Baltimore  City  Hospitals  relieves  other 
institutions  of  this  patient  load. 

Operation  by  Baltimore  City  Hospitals  of  a  tuberculosis  unit 
and  a  chronic  disease  unit  further  reduces  the  demands  upon  State 
facilities.  Emergency  care  and  services  to  some  non-city  patients, 
by  arrangem.ents  with  counties,  are  also  provided. 

Since  the  City  Welfare  Department,  which  operates  Baltimore 
City  Hospitals,  has  indicated  to  the  State  Department  of  Health  a 
willingness  to  accept  patients  under  the  Inpatient  Program  from 
all  subdivisions,  there  seems  to  be  no  valid  reason  for  not  including 
Baltimore  City  Hospitals  under  the  Inpatient  Program. 

Table  9  lists  the  1959  costs  for  care  at  University  and  Balti- 
more City  Hospitals. 

Findings 

1.  Overall  Evaluation.  There  is  widespread  agreement  that  the 
Inpatient  Program  is  sound,  well-managed,  and  essential ;  that 
its  primary  objective  of  insuring  a  high  level  of  general  hos- 
pital care  to  the  sick  poor  has  been  achieved;  and  that  the 
State  and  its  citizens  have  every  reason  to  be  proud  of  this 
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accomplishment.  The  3  principal  groups  of  organizations 
involved  in  its  administration — ^health  departments,  welfare 
departments,  and  hospitals — generally  enjoy  cooperative  re- 
lationships and  understanding  of  each  other's  problems. 

2.  Magnitude  and  Complexity.  A  program  involving  so  many 
dollars,  human  beings,  administrative  relationships,  and  per- 
sonal judgments  is  certain  to  be  complex.  The  tempo  of  short- 
stay  hospitals  and  the  nature  of  acute  care  add  many  complica- 
tions. All  participating  organizations  and  their  personnel  are 
under  great  pressure  to  do  their  share  of  the  work  so  that  the 
next  step  in  the  case  may  be  taken.  However,  the  program  is 
organized  so  that  treatment  of  the  patient  in  the  general  hos- 
pital is  not  delayed  because  of  administrative  requirements.  A 
number  of  problem  areas  and  suggestions  for  improvement  are 
delineated  by  those  who  work  with  the  program,  opinions  tend- 
ing to  be  colored  by  the  individual's  own  position  of  respon- 
sibility. 

3.  Financing.  The  hospitals'  principal  concern,  aside  from  their 
responsibility  for  providing  good  care,  is  with  the  total  level  of 
financial  support  for  the  program.  In  the  recent  past,  this  has 
been  regarded  as  inadequate.  The  State  formula  effective  in 
1960 — 80%  of  individual  hospital  cost — is  considered  to  be  a 
major  step  in  sound  and  equitable  financing.  Hospitals  believe 
that  in  today's  economy  all  groups  of  patients  must  pay  sub- 
stantially full  cost  for  care.  Despite  exceptions,  local  govern- 
ments generally  in  Maryland  have  not  supplemented  the  State 
payments  suflSciently  to  give  hospitals  close  to  full  costs.  Hos- 
pitals today  are  suffering  from  serious  underfinancing  which 
is  threatening  their  ability  to  provide  high  quality  services. 
Exhibit  in,  the  appended  statement  from  the  Hospital  Council 
of  Maryland,  discusses  in  more  detail  the  problem  of  hospital 
finance.  Officials  responsible  for  the  expenditure  of  govern- 
ment funds  are  concerned  and  charged  by  law  with  economy 
and  efficiency  in  the  program,  as  well  as  its  adequacy.  They 
must  insure  that  public  funds  are  wisely  spent.  Practically, 
this  has  meant  efforts  to  see  that  indigent  and  medically  indi- 
gent patients  are  kept  in  general  hospitals  only  if,  and  as  long 
as,  these  expensive  services  are  required. 

4.  Eligibility.  Present  eligibility  scales  were  adopted  in  1951, 
and  there  has  been  a  considerable  rise  in  the  cost  of  living 
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since.  A  proposed  higher  uniform  scale  for  the  State,  while 
concurred  in  by  the  Health  and  Welfare  Departments,  was  not 
included  in  the  1960  appropriation.  Some  welfare  workers  and 
hospital  admitting  officers  believe  the  present  income  scales  are 
too  low.  Hospitals  report  a  number  of  part-pay  patients  who 
do  not  qualify  as  medically  indigent.  Some  admitting  officers 
believe  that  loss  of  future  earning  ability  is  not  always  suffi- 
ciently considered  in  determining  eligibility.  It  is  the  opinion 
of  others,  including  some  government  officials,  that  the  certi- 
fied medical  indigent  frequently  have  assets  which  are  not,  but 
should  be,  used  for  part  payment  by  the  patient. 

5.  Certification.  Hospitals  have  difficulty  in  getting  all  eligible 
patients  certified,  resulting  in  "lost"  days  which  are  not  paid 
for.  This  is  estimated  by  Provident  Hospital  as  being  as  high 
as  20%  of  certified  days,  but  in  other  hospitals  is  probably  con- 
siderably less.  Patients  admitted  as  emergencies  without  certi- 
ficates may  be  discharged  and  will  not  keep  appointments  with 
welfare  for  certification.  Patients  with  Medical  Care  cards 
may  not  be  eligible  for  the  Inpatient  Program,  even  though 
they  remain  on  the  Medical  Care  rolls  until  the  end  of  the 
quarter  in  which  they  go  off  public  assistance.  Days  are  some- 
times unavoidably  lost  because  deadlines  for  application  have 
expired.  Patients  may  refuse  nursing  home  or  chronic  hos- 
pital care  but  still  remain  in  the  general  hospital.  Although 
welfare  workers  make  some  hospital  visits,  they  are  not  able 
generally  to  certify  at  the  hospital.  In  some  areas,  certifica- 
tions from  welfare  are  delayed  for  two  or  three  weeks  after 
application.  The  short-stay,  volume  of  work,  and  personnel 
shortages  are  undoubtedly  responsible  for  most  certification 
problems,  and  at  least  a  minimum  of  lost  days  would  appear  to 
be  unavoidable.  Welfare  departments  are  obliged  to  do  careful 
case  work  and  to  enforce  at  least  minimum  and  reasonable 
controls  in  the  certification  process.  It  seems  unavoidable  that 
a  number  of  patients  have  to  be  certified  after  admission,  and 
this  provision  generally  works  to  the  advantage  of  the  hospital 
as  well  as  the  patient. 

6.  Quality  of  Care.  There  is  agreement  that  certified  patients 
receive  high  quality  care  in  keeping  with  the  standards  of  the 
hospital.  Under  the  program,  the  full  range  of  hospital  serv- 
ices is  available.  There  are  elements  of  divided  responsibility 
in  the  program  that  are  probably  inevitable  and  desirable  if 
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the  needs  of  the  patient  are  to  remain  paramount.  The  ques- 
tion of  proper  incentives  to  employ  to  insure  an  economical 
and  high  quality  program  is  complex.  Hospitals  do  not  furnish 
services  in  order  to  receive  money.  The  application  of  incen- 
tives to  hospitals  to  get  rid  of  patients  in  order  to  keep  from 
losing  money  is  contrary  to  the  basic  orientation  of  physicians 
and  hospitals,  probably  would  not  be  effective,  and  would  cer- 
tainly work  to  the  detriment  of  the  patient.  Pride  in  doing 
their  part  well  is  the  chief  incentive  for  the  many  persons  with 
a  variety  of  responsibilities  under  the  program. 

7.  Length  of  Stay.  State-aided  patients  have  a  longer  average 
length  of  stay  in  general  hospitals,  about  12.5  days  throughout 
the  State,  than  do  other  patients,  about  7.9  days.  A  number  of 
reasons  are  adduced  for  this:  the  indigent  are  an  older  age 
group,  are  frequently  admitted  in  a  debilitated  condition,  may 
have  had  a  number  of  illnesses,  and  may  vary  from  other 
patients  in  types  of  diagnosis.  In  the  absence  of  detailed  re- 
search, the  cause  and  extent  of  these  differences  are  not  defin- 
itely known.  On  the  other  hand,  it  is  apparent  that  some  stays 
are  prolonged  for  non-medical,  and  perhaps  correctable,  con- 
ditions. Frequently  the  patient's  home  is  disorganized  or 
otherwise  inadequate  for  convalescence.  There  is  an  acute 
need  for  nursing  home  beds,  particularly  for  indigents  and 
Negroes.  It  is  stated  that  teaching  needs  and  schedules  result 
in  longer  stays.  If  a  patient  requires  general  public  assistance 
before  he  can  be  discharged  or  transferred,  determination  of 
eligibility  frequently  means  delay.  The  patient  may  resist  dis- 
charge and  may  have  no  financial  incentive  to  leave  the  hos- 
pital. Average  length  of  stay  for  certified  patients  in  some 
hospitals  is  clearly  untypically  long  in  comparison  to  other 
hospitals.  The  length  of  stay  for  certified  patients  has  declined 
faster  than  for  patients  generally,  and  often  has  resulted  from 
discovery  of  peculiarities  in  scheduling  or  patient  manage- 
ment. It  is  reasonable  to  presume  that  further  efforts  would 
produce  similar  results.  It  is  stated  that  discharge  planning 
could  frequently  be  initialed  earlier  in  the  hospital.  Table  8 
indicates  the  estimated  cost  of  these  prolonged  stays. 

8.  Extensions  of  Stay.  After  medical  review,  the  State  Depart- 
ment of  Health,  and  not  the  State  Department  of  Public  Wel- 
fare, grants  extensions  of  stay  beyond  the  number  of  days 
authorized  by  the  original  certificate.    The  State  Department 
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of  Health  believes  that  its  closer  review  and  shorter  extensions 
of  recent  years  have  helped  to  reduce  stays.  Hospitals  think 
that,  in  individual  cases,  short  extensions  cause  unnecessary 
paper  work  and  "lost  days". 

9.  Collections.  Total  collections  from  the  medical  indigent  in 
1958  were  about  $144,989  ($73,622  kept  by  the  hospitals)  com- 
pared to  the  appropriation  of  about  $3,793,677.  Hospitals  vary 
widely  in  their  collection  experience.  Spot  checks  have  re- 
vealed that  most  collections  are  from  third  parties  or  the 
result  of  legal  claims.  State  Health  Department  officials  believe 
that  greater  efforts  should  be  made  in  collection.  Hospital  and 
welfare  workers  tend  to  believe  that  it  is  unrealistic  to  collect 
much  from  the  patient's  own  resources.  They  point  out  that 
the  hospital  frequently  loses  on  deductions  in  payments  by  the 
State  for  insurance  claims  which  are  never  paid. 

10.  Budget  and  Appropriation  Procedures.  Budget  estimates  of 
days  care  and  costs  are  from  12  to  24  months  prior  to  the  cur- 
rent experience  of  the  hospital.  In  the  present  period  of  rising 
costs — about  8%  annually — ^this  has  meant  that  the  reimburse- 
ment rate  is  actually  a  lesser  percentage  of  cost  than  it  appears 
to  be.  Also,  hospitals  with  expanding  patient  loads  do  not  have 
appropriations  to  cover  the  larger  volume  of  days.  A  sudden 
increase  in  certified  patient  days  can  mean  that  most  hospitals 
have  overearned,  but  there  is  not  a  corresponding  opportunity 
for  make-up  payments  if  volume  is  less  than  estimated. 

Recommendations 

1.  The  program  as  now  administered  is  working  to  the  great 
benefit  of  the  patient,  the  hospital,  and  government.  There  are 
many  efforts  at  improvement  on  the  working  level  which  are 
producing  results  and  should  be  continued. 

2.  Hospitals  are  fully  justified  in  receiving  and  must  eventually 
obtain  full  cost  for  services,  within  the  practical  limitations 
imposed  by  budgeting  and  other  procedures.  The  lag  in  ap- 
propriation estimates,  lost  days,  the  lag  in  adjusting  income 
scales,  the  system  of  over  and  undereamings,  and  other  factors 
noted  above  will  mean  that,  realistically,  hospitals  will  not  re- 
ceive full  costs  for  all  certifiable  patients.  The  reimbursement 
rate  effective  in  1959  was  a  major  step  in  providing  adequate 
financing  for  the  program.   When  reimbursement  at  full  cost 
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becomes  effective,  it  should  be  based  on  current  cost,  not  that 
of  the  previous  year. 

3.  Special  hospitals  should  be  reimbursed  in  accordance  with  the 
same  formula  to  be  applied  to  general  hospitals.  University 
Hospital  should  be  in  the  program,  providing  the  needs  of  the 
medical  school  are  fully  met.  Hospitals  giving  long-term  care 
and  accepted  into  the  Inpatient  Program  should  be  able  to  re- 
ceive patients  on  State  certificates  and  be  reimbursed  by  a 
direct  vendor  payment  as  are  general  hospitals.  Institutions 
not  meeting  acceptable  standards  of  care  should  not  be  accepted 
for  participation. 

4.  Local  governments,  in  most  instances,  should  participate  to  a 
greater  extent  in  meeting  the  cost  of  reimbursement  at  full 
cost. 

5.  As  reimbursement  rates  become  more  realistic,  hospitals  and 
their  medical  staffs  must  extend  the  fullest  cooperation  to 
official  agencies  in  discharge  planning,  in  enforcing  reasonable 
administrative  controls,  and  in  providing  adequate  informa- 
tion. There  are  2  specific  steps  which  might  be  taken : 

a.  Appointment  by  the  State  Department  of  Health  of  an 
independent  advisory  committee,  responsible  to  it  for 
certifying  the  correctness  of  hospital  operating  cost 
figures.  This  group  might  also  be  advisory  to  The 
Hospital  Council  and  to  the  hospitals  with  regard  to 
cost  items  which  might  be  unusually  high.  The  State 
Department  of  Health,  however,  should  not  be  in  the 
position  of  passing  judgment  on  the  propriety  of  certi- 
fied operating  costs. 

b.  Increased  use  of  the  review  committees  being  estab- 
lished at  the  various  general  hospitals.  These  commit- 
tes  may  successfully  resolve  any  questions  of  pro- 
longed and  unnecessary  hospital  stays,  and  of  the 
judicious  use  of  hospital  services. 

6.  As  a  long  range  consideration,  study  should  be  given  to  certi- 
fication of  the  medical  indigent  in  terms  of  what  they  are  able 
to  pay,  with  any  collections  from  the  patient  to  be  deducted, 
rather  than  the  granting  of  a  certificate  worth  a  specified 
amount. 
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7.  Eligibility  scales  should  be  periodically  adjusted  for  changes 
in  the  cost  of  living.  The  scales  included  in  the  1960  budget 
request  should  be  adopted.* 

8.  Working  level  conferences  of  health  department,  welfare  de- 
partment, and  hospital  personnel  should  be  held  to  discuss  and 
resolve  practical  administrative  problems  in  certification,  lost 
days,  extensions,  collections,  etc.  These  might  be  no  more  fre- 
quently than  annually. 

9.  An  increase  in  available  and  acceptable  nursing  home  beds, 
particularly  for  indigents  and  Negroes,  should  be  stimulated 
by  all  health  groups  in  the  State,  including  the  active  support 
of  general  hospitals ;  and  the  reimbursement  rate  for  nursing 
home  care  should  be  more  realistic. 

10.  Further  research  should  be  conducted  by  the  State  Depart- 
ment of  Health  into  age  and  disease — specific  lengths  of  stay  to 
determine  the  causes  for  differences  between  certified  and 
other  patients. 


*  Size 

of  Family 

Annual  Income 

1 

$1800 

2 

2580 

3 

3360 

4 

3900 

5 

4440 

6 

4980 

Plus  $520  for 

each  additional 

person 
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Table  4 

TEN- YEAR  COMPARISON  OF  FINANCIAL  SUPPORT  BY  LOCAL 

GOVERNMENT  OF  SEVENTEEN  MARYLAND  HOSPITALS 

OUTSIDE  BALTIMORE 


1948 

1957 

Hospital 

Local  Gov' 
Payment 

T.    %  OF  Total 
Hospital  Costs 

Local  Gov 

Payment 

'T.  %  OF  Total 
Hospital  Costs 

Anne  Arundel  General... 

$6,000 

2.3% 

$50,000 

4.0% 

Calvert  County 

1,079 

Not  Available 

950 

Not  available 

Cambridge — Maryland  .. 

4,500 

Not  available 

20,550 

Not  available 

Frederick  Memorial 

1,000 

.3% 

12,500 

1.4% 

Harford  Memorial 

Not  available 
14,061        Not  available 
2,500                 3.3% 

37,500 

111 

2,500 

5.7% 

Leland  Memorial 

.0% 

McCready  Memorial 

2.0% 

Memorial — Cumberland 

None 

0% 

None 

0% 

Memorial — Easton 

None 

0% 

17,514 

1.8% 

Montgomery  County 

7,989 

2.2% 

Peninsula  General 

None 
None 

0% 

0% 

None 
14,500 

0% 

Physicians  Memorial 

10.6% 

Sacred  Heart 

None 
None 

0% 
0% 

None 
1,300 

0%      ' 

St.  Mary's 

Not  available 

Union  of  Cecil  County... 

None 

0% 

229 

.1% 

Washington  County 

15,000 

2.4% 

16,139 

.9% 

Washington  Sanitarium. 

1,517 

.2% 

12,777 

.6% 

Sources:     Payments  from  local  governments  as  reported  by  individual  hospitals. 
Total  hospital  costs  as  reported  and  audited  by  Maryland  Blue  Cross. 
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Table  6 

TEN- YEAR  COMPARISON  OF  ENDOWMENT  INCOME  FOR 
PATIENT  CARE  IN  THIRTY  MARYLAND  HOSPITALS 


Hospital 


1948 

1957 

%0F 

Total 

%  OF  Total 

Amount 

Hospital  Costs 

Amount 

Hospital  Costs 

None 

0% 

None 

0% 

None 

0% 

None 

0% 

.     $2,000 

.4% 

$4,000 

.3% 

565,380 

9.1% 

803,722 

7.5% 

None 

0% 

None 

0% 

Not  available 

None 

0% 

None 

0% 

None 

0% 

.      25,176 

40.4% 

30,880 

15.0% 

Not  available 

1,653 

.2% 

None 

0% 

None 

0% 

.      26,450 

1.5% 

91,492 

2.3% 

I        1,755 

.3% 

3,624 

.3% 

.      93,003 

7.0% 

154,140 

5.5% 

None 

0% 

None 

0% 

None 

0% 

None 

0% 

None 

0% 

None 

0% 

2,358 

.7% 

2,035 

.2% 

Not  available 

268 

.0% 

None 

0% 

None 

0% 

None 

0% 

None 

0% 

None 

0% 

None 

0% 

None 

0% 

3,029 

.3% 

Not  available 

912 

.3% 

None 

0% 

1,068 

.1% 

201 

.3% 

239 

.2% 

2,500 

■5% 

2,500 

.3% 

None 

0% 
0% 

None 
None 

0% 

None 

0% 

None 

0% 

None 

0% 

None 

0% 

None 

0% 

Baltimore  EET 

Bon  Secours 

Franklin  Square 

Johns  Hopkins 

Lutheran 

Maryland  General... 

Mercy 

Presbyterian  EET... 

Provident 

St.  Joseph's 

Sinai 

South  Baltimore  General 

Union  Memorial 

Anne  Arundel  General ... 

Calvert  County 

Cambridge — Maryland  . 

Frederick  Memorial 

Harford  Memorial 

Leland  Memorial 

McCready  Memorial 

Memorial — Cumberland 

Memorial — Easton 

Montgomery  County 

Peninsula  General 

Physicians  Memorial 

Sacred  Heart 

St.  Mary's 

Union  of  Cecil  County... 

Washington  County 

Washington  Sanitarium 


Sources:     Endowment  income  for  patient  care  as  reported  by  individual  hospitals. 
Total  hospital  costs  as  reported  and  audited  by  Maryland  Blue  Cross. 
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Table  7 

TEN- YEAR  COMPARISON  OF  CHARITABLE  CONTRIBUTIONS 
FOR  PATIENT  CARE  IN  THIRTY  MARYLAND  HOSPITALS 


Hospital 


Amount 


1948 

%  OF  Total 
Hospital  Costs 


Amount 


1957 

%  of  Total 
Hospital  Costs 


Baltimore  EET None                    0% 

Bon  Secours None                    0% 

Franklin  Square None  0% 

Johns  Hopkins $131,081                       2.1% 

Lutheran 6,468                         .8% 

Maryland  General Not  available 

Mercy None                    0% 

Presbyterian  EET 8,682                     13.9% 

Provident Not  available 

St.  Joseph's None                    0% 

Sinai 209,877                     11.6% 

South  Baltimore  General  34,270                       5.8% 

Union  Memorial 19,280                       1.5% 

Anne  Arundel  General  ....  1,888                         .7% 

Calvert  County 1,079         Not  available 

Cambridge — Maryland  ..  None                    0% 

Frederick  Memorial 187                         .1% 

Harford  Memorial Not  available 

Leland  Memorial 2,058         Not  available 

McCready  Memorial Not  available 

Memorial — Cumberland  None                    0% 

Memorial— Easton 13,771                       3.9% 

Montgomery  County Not  available 

Peninsula  General None                    0% 

Physicians  Memorial None                    0% 

Sacred  Heart None                    0% 

St.  Mary's None                    0% 

Union  of  Cecil  County....  15,831                    11.1% 

Washington  County None                    0% 

Washington  Sanitarium..  2,579                         .3% 


None 

None 

$9,998 

238,286 

15,930 

5,639 

None 

17,142 

130,231 

None 

239,843 

36,830 

44,398 

17,093 

950 

None 

1,154 

268 

4,714 

1,240 

None 

6,364 

811 

None 

191 

None 

None 

1,530 

None 

7,228 


0% 
0% 

.7% 

2.2  v^ 
.9% 
Nofavailable 
0% 
8.3% 
13.0% 
0% 
6.1% 
2.8% 
1.6% 
1.4% 
Not  available 
0% 
.1% 
.0% 
1.6% 
1.0% 
0% 
.7% 
.2% 
0% 

.1% 
0% 
0% 

.4% 
0% 
.3% 


Sources:  Charitable  contributions  for  patient  care  as  reported  by  individual  hospitals 
do  not  include  gifts  of  capital  funds.  Total  hospital  costs  as  reported 
and  audited  by  Maryland  Blue  Cross. 
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Table  9 

INPATIENT  CARE 

Baltimore  City  (Municipal)   Hospitals  and 
University  of  Maryland  (State)   Hospital^ 


Days  Care 

Per 

Value 

1959 

Diem 

of 

Fiscal  Year 

Cost 

Care 

Baltimore  City  Hospitals 70,650 

University  Hospital: 

Allegany 519 

Anne  Arundel 3,128 

Baltimore 3,813 

Caroline 195 

Carroll 2,215 

Cecil 267 

Charles 76 

Dorchester 457 

Frederick 1,151 

Garrett 479 

Harford 906 

Howard 2,020 

Kent 231 

Montgomery 146 

Prince  George's 719 

Queen  Anne's 93 

St.  Mary's 286 

Somerset 239 

Talbot 90 

Washington 711 

Wicomico 437 

Worcester 305 

Total 18,483 

Baltimore  City 67,880 

Unallocated 6,547 

Total  University 

Hospital 92,910 

GRAND  TOTAL— BALTIMORE 
CITY  HOSPITALS  AND 

UNIVERSITY  HOSPITAL  163,560 


$24.54 


$1,733,589 


36.89 

19,146 

36.89 

115,391 

36.89 

140,662 

36.89 

7,194 

36.89 

81,711 

36.89 

9,849 

36.89 

2,804 

36.89 

16,859 

36.89 

42,460 

36.89 

17,670 

36.89 

33,422 

36.89 

74,518 

36.89 

8,522 

36,89 

5,386 

36.89 

26,524 

36.89 

3,431 

36.89 

10,551 

36.89 

8,817 

36.89 

3,320 

36.89 

26,229 

36.89 

16,121 

36.89 

11,251 

681,838 

36.89 

2,504,093 

36.89 

241,519 

$3,427,450 


$5,161,0392 


1  Data  furnished  by  University  Hospital. 

2  University  Hospital  collected  $841,017  of  their  value  of  care;  hence  their  net  cost 

was  $2,586,433. 
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EXHIBIT  III 
THE  UNDERFINANCING  OF  HOSPITAL  SERVICES 

Hospital  costs  are  considered  to  be  "high"  and  all  responsible 
authorities  agree  that  they  will  advance  in  the  foreseeable  future. 
"High"  is  a  relative  term  resting  upon  a  subjective  judgment.  A 
persuasive  case  can  be  made  that  the  cost  of  illness  is  less  of  a 
financial  burden  than  it  was  10  or  20  years  ago,  considering  infla- 
tion, the  continuing  rise  in  real  income,  the  increase  in  discretion- 
ary income,  and  the  growth  of  luxury  markets.  The  case  is  even 
more  persuasive  when  related  to  the  value  of  services  received — 
more  effective  therapies,  earlier  ambulation  and  return  to  employ- 
ment, and  increased  earnings  through  better  health  and  longer  life. 
Nevertheless,  the  "high"  cost  of  hospitalization,  real  or  fancied,  is 
a  fact  of  life  with  which  hospitals  must  deal.  Increasingly,  hos- 
pitals must  plead  this  case  with  third  parties — organizations  who 
undertake  the  obligation  of  payment  in  behalf  of  patients. 

Financially,  the  hospital  has  become  a  victim  of  its  own  prog- 
ress. Four  powerful  trends  have  operated  in  the  recent  past  and 
are  continuing  to  operate  to  raise  costs — (1)  the  increase  in  the 
quantity  and  quality  of  the  diagnostic  and  treatment  facilities  of 
the  hospital,  (2)  the  addition  of  many  employees  to  man  the  new 
services,  (3)  the  successful  demand  of  hospital  employees  to  share 
in  the  better  life  of  the  American  worker,  and  (4)  inflation.  Hos- 
pitals can  do  nothing  about  inflation.  They  cannot  reverse  the  first 
three  of  these  trends  without  disastrous  consequences.  Eflforts  at 
economy,  although  strenuous,  are  relatively  insignificant  in  com- 
parison to  the  "high"  cost  trends.  The  only  practical  way  for  hos- 
pitals to  cut  costs  is  to  deny  their  services.  The  patient  who  does 
not  go  to  the  hospital  lowers  costs  to  his  insurer,  the  patient  who 
receives  less  service  in  the  hospital  lowers  costs  for  the  hospital. 

The  absolute  increase  in  dollars  of  expense  per  patient  day  is 
apparent.  As  reported  by  the  American  Hospital  Association,  the 
average  daily  cost  for  all  voluntary  short-term  general  and  special 
hospitals  throughout  the  country  was  $10.04  in  1946  and  in  1957 
it  was  $26.81,  these  increases  occurring  unevenly  but  continuously. 
For  Maryland,  the  American  Hospital  Association  reports  the 
daily  cost  in  1957  for  34  voluntary,  short-term  general  and  special 
hospitals  as  $27.39.  Other  figures  confirm  that  Maryland  has  fol- 
lowed closely  the  national  pattern  with  increases  in  recent  per  diem 
costs.  Maryland  ranks  among  the  states  about  where  one  would 
expect  in  the  light  of  Maryland  wage  scales. 
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It  can  be  demonstrated  that  the  growth  of  expense  has  occur- 
red predominantly  in  the  professional  departments  of  the  hospital, 
reflecting  the  increase  in  therapies  and  complex  diagnoses.  In  the 
table  below  the  upward  pull  of  the  selected  professional  depart- 
ments upon  costs  is  evident.  By  comparison,  the  percentage  in- 
crease in  the  dietary  departments,  a  large  item  of  administrative 
expense,  is  much  less,  despite  rising  food  prices  and  increased 
patient  volume. 

PERCENT  INCREASE  IN  TOTAL  AND  CERTAIN  DEPART- 
MENTAL EXPENSES  1955-58— TEN  MARYLAND 
HOSPITALS 

1955  1958                 %  INCREASE 

TOTAL    EXPENSE    $19,640,344  $26,141,125  33% 

PATIENT    DAYS    825,299  928,925  13% 

WEIGHTED  AVERAGE 

PER   DIEM   $23.80  $28.14  18% 

Medical    Records    $        395,547  $      583,305  47% 

Nursing    Service    5,485,161  7,735,361  41% 

X-ray     947,631  1,309,231  38% 

Pharmacy   937,418  1,227,702  31% 

Operating    Rooms    652,494  833,360  28% 

Dietary    3,168,668  3,751,595  18% 

Source:     Maryland  Blue  Cross  statements. 

One  hospital  authority  *  has  made  an  interesting  analysis  of 
hospital  prices — ^the  charge  for  individual  items  of  service — ^as 
opposed  to  total  costs  for  increased  amounts  of  service.  During 
the  period  1949-57  over-all  costs  per  admission  increased  63.8% 
but  20  %  in  the  rise  was  accounted  for  by  increased  use  of  existing 
ancillary  services,  20%  by  use  of  new  ancillary  services,  and  4% 
by  increased  usage  of  services  because  of  rising  age  levels  of 
patients.  Only  the  remaining  19.8%  was  accounted  for  by  increased 
prices  of  individual  items  of  service  and  this  compares  with  a 
general  rise  in  consumer  prices  in  the  same  period  of  23.5%.  From 
these  and  other  illustrations,  it  is  evident  that  the  story  of  higher 
costs  is  at  the  same  time  the  story  of  progress  in  medicine  and 
hospital  technology. 

The  third-party  has  become  the  chief  reliance  of  the  hospital 
for  payment  and  the  trend  toward  more  third-party  payments 
continues.  In  1948,  Blue  Cross  patients  constituted  about  27.9% 
of  all  patients  in  Maryland  hospitals  served  by  the  Maryland  Plan  ; 
in  1958,  42.7%.  In  fiscal  year  1958,  State-aided  patients  comprised 

*  Pat  Groner,  "Hospital  Cost  Statistics — A  Misleading  Story"  mimeographed 
paper. 
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about  13%  of  all  admissions  in  participating  hospitals.  With  the 
addition  of  other  minor  groups,  Workmen's  Compensation  cases 
and  those  who  cannot  pay  full  cost  and  yet  who  cannot  be  qualified 
as  State-aided  patients,  there  are  a  dwindling  number  of  patients 
left  to  pay  the  established  charges  for  individual  items  of  hospital 
service.  It  is  clear  and  conclusive  that  in  our  modern  pattern  of 
financing  care  that  hospitals  cannot  solve  their  financial  problems 
by  adjusting  their  rate  structures.  It  is  equally  clear  that  the  pay- 
ment policies  of  third-party  payers,  including  government,  will 
determine  the  future  of  hospitals. 

Hospitals  have  had  two  other  important  sources  of  financing, 
(1)  endowments — past  charity,  and  (2)  individual  or  organized 
giving  for  current  operations — present  charity.  In  relation  to  costs, 
these  sources  are  becoming  less  and  less  important.  For  30  Mary- 
land hospitals.  Tables  6  and  7  show  the  trends  in  endowment  in- 
come and  charitable  contributions  for  patient  care  (not  capital 
funds)  over  a  ten-year  period,  1948-57,  and  relate  this  income  to 
the  total  operating  costs  of  the  hospital.  In  the  three  hospitals  for 
which  endowment  income  is  a  significant  resource — 5%  or  more — 
in  1957  endowment  income  constituted  a  lesser  percentage  of  costs 
despite  sizable  increases  in  amount.  In  the  other  27  hospitals,  en- 
dowment income  was  either  non-existent  or  negligible.  Gift  income 
in  1948  exceeded  5%  of  costs  in  only  4  hospitals.  Ten  years  later 
the  percentage  of  support  afforded  from  gifts  was  substantially 
less  in  each  case.  In  most  of  the  remaining  hospitals,  gift  income 
was  negligible. 

There  is  alarming  evidence  that  hospitals  are  seriously  under- 
financed and  that  only  the  most  strenuous  efforts  will  insure  their 
ability  to  provide  a  high  standard  of  care  to  all  the  people  of  the 
community. 

Despite  improvement,  hospital  wage  scales  are  still  too  far 
below  those  of  business  and  industry.  Wages  in  voluntary  hos- 
pitals are  lower  than  in  Federal  and  State  institutions.  In  one 
medium-sized  hospital  in  Baltimore,  277  employees  out  of  a  total 
of  675,  or  41%,  are  receiving  less  than  the  Federal  minimum  wage 
of  $1.00  an  hour.  This  hospital  is  probably  typical.  There  is  evid- 
ence that  salaries  of  professional  employees  are  not  sufficient  in- 
centive for  hospitals  to  capture  their  share  of  qualified  young 
people  entering  the  labor  force.  Shortages  of  nurses  and  techni- 
cians of  all  types  are  the  common  experience  of  hospitals.  Twenty- 
seven  Maryland  hospitals  last  year  said  that  they  would  collectively 
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increase  their  professional  nursing  staffs  by  an  average  of  18% 
if  nurses  and  funds  were  available.  Shortages  of  qualified  faculty 
and  student  vacancies  exist  in  almost  all  of  the  many  training 
schools  operated  by  the  voluntary  hospitals. 

The  extent  to  which  hospitals  have  lived  off  of  and  used  up 
their  capital  assets  is  a  further  striking  example  of  their  long-term 
underfinancing.  The  Hospital  Council's  facilities  survey  of  1958 
showed  that  in  Baltimore  alone,  the  accumulated  obsolescence  of 
general  hospital  facilities  would  cost  $60,000,000  to  correct,  aside 
from  needed  expansion  of  services. 

What  is  the  solution  to  the  underfinancing  of  hospitals?  A 
number  of  constructive  steps  could  be  listed,  all  v\?^orth-while,  all 
receiving  intensive  efforts  in  the  hospital  field,  but  in  the  end  all 
palliative  and  not  fundamental.  To  this  category  we  must  consign : 
better  utilization  of  facilities  and  personnel,  increased  efficiency, 
automation,  more  services  to  the  ambulatory,  and  improved  co- 
ordination of  programs.  The  real  solution  is  a  higher  level  of 
financial  support,  by  the  community  and  by  the  nation's  economy, 
for  health  services,  including  hospitals.  The  capability  is  there. 
Consumers  still  spend  less  than  6%  of  their  income  for  all  health 
needs.  Health  is  one  of  the  highest  values  in  our  society  but  this 
has  not  yet  been  translated  into  adequate  financial  support  of  health 
services.  If  a  change  in  attitude  toward  paying  for  health  services 
is  necessary,  as  it  seems  to  be,  it  is  a  job  for  all  community  leaders, 
as  well  as  hospital  management.  Government  has  a  leadership  role 
in  this  endeavor,  as  well  as  a  financial  responsibility  for  the  needy 
sick. 


A  Statement  by 
The  Hospital  Council  of  Maryland,  Inc. 
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Hospital  Outpatient  Program 

General 

Administered  by  the  Bureau  of  Medical  Services  and  Hospitals 
of  the  State  Department  of  Health,  the  Outpatient  Program  pays 
for  services  to  needy  ambulatory  patients  in  general  hospitals. 
Compared  to  the  Inpatient  Program,  expenditures  for  the  Out- 
patient Program  are  modest,  involving  in  recent  years  about  $180,- 
000  in  State  funds  and  the  same  amount  in  matching  funds  from 
local  government.  The  size  of  the  program — payments  and  visits — 
has  become  relatively  stable.  However,  for  a  number  of  reasons, 
the  program  is  complex  and  varied  in  its  application  and  not  easily 
understood.  On  the  spectrum  of  medical  and  hospital  services,  it 
stands  between  the  Medical  Care  and  the  Inpatient  Programs,  but 
it  operates  differently  for  the  counties  than  for  the  City  of  Balti- 
more. Class  of  beneficiaries,  administration,  and  relationships  to 
other  programs  all  vary  between  the  county  and  city. 

Historical  Background 

In  the  fall  of  1948,  when  many  Baltimore  hospitals  were  in  a 
serious  financial  situation,  their  representatives  stated  that  hos- 
pitals were  giving  outpatient  care  to  a  large  number  of  people  who 
were  unable  to  pay.  It  was  pointed  out  that  in  Maryland  the  State 
government  had  recognized  that  the  provision  of  medical  care  was 
a  public  responsibility.  The  hospitals'  request  for  funds  was  con- 
sidered valid;  the  State  and  City  funds  were  made  available  in 
1949  for  patients  in  need  of  hospital  outpatient  services. 

County  Program 

1.  The  program  covers  both  the  indigent  on  welfare  rolls  and 
the  medical  indigent  as  determined  by  the  county  health, 
department.  Both  the  indigent  and  medical  indigent  are 
also  included  in  the  County  Medical  Care  Program  for 
physicians'  home  and  office  services,  so  that  visits  to  the 
hospital  for  Outpatient  care  are  theoretically  by  referral, 
or  otherwise  are  emergencies.  Eligibles  are  issued  cards  to 
prove  their  status. 

2.  The  hospital  is  paid  a  maximum  of  $2.50  per  visit  plus  cer- 
tain diagnostic  extras,  in  accordance  with  a  fee  schedule. 
Prescribed  drugs  from  outside  pharmacies  are  available 
under  the  Medical  Care  Program  for  the  indigent.    The 
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County  Program  is  being  revised  and  will  probably  provide 
for  payments  at  a  percentage  of  the  weighted  average  cost 
per  visit. 

3.  No  collections  are  made  from  the  patient. 

4.  A  first  visit  may  be  allowed  without  determination  of 
financial  need  at  the  discretion  of  the  county  health  officer. 

Baltimore  City  Program 

1.  The  program  covers  the  medical  indigent  only.  Visits  to 
hospital  outpatient  departments  by  the  indigent  are 
charged  to  Medical  Care  Program  appropriations.  The 
medical  indigent  are  not  covered  by  the  Medical  Care  Pro- 
gram so  that  a  number  of  them  use  the  hospital  for  all 
physicians'  services.  This  traditional  practice  long  ante- 
dates the  program. 

2.  Originally  the  hospital  was  paid  $2.50  per  visit,  or  cost  if 
lower,  without  extras.  Since  July  1,  1959,  payments  have 
been  made  at  80  %  of  the  City- wide  weighted  average  cost, 
$3.88  per  clinic  visit  for  1959,  or  80%  of  the  individual 
hospital's  cost  if  lower. 

3.  The  hospital  makes  the  initial  determination  of  eligibility, 
subject  to  audit  by  the  City  Welfare  Department,  and  in 
accordance  with  established,  uniform  standards.  New 
regulations  require  that  this  be  done  on  the  first  visit, 
except  in  emergencies,  and  that  a  standard  financial  in- 
vestigation form  be  completed.  Bills  submitted  by  hos- 
pitals are  subject  to  a  sampling  audit,  and,  if  ineligibles 
are  found,  the  percent  of  error  is  calculated  against  pre- 
vious payments,  and  adjusted  against  subsequent  payments. 

4.  Hospitals  may  collect  from  the  patient  to  the  extent  of  the 
patient's  ability  to  pay,  and  may  keep  50%  of  the  collec- 
tions to  apply  to  the  difference  between  the  government 
payment  and  the  actual  cost.  The  remainder  is  credited  to 
the  accounts  of  the  respective  governments. 

Both  County  and  City  Programs 

1.  Funds  are  appropriated  by  the  State  in  the  amount  of  50% 
of  the  earnings  of  participating  hospitals,  based  upon  visits 
and  rates  of  the  latest  complete  fiscal  year.  These  funds 
are  made  available  from  the  State  in  the  amounts  matched 
by  local  governments  up  to  the  full  appropriation. 
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2.  The  State  Department  of  Health  issues  administrative 
regulations  defining  visits,  coverage,  and  methods  of  pay- 
ment. All  outpatient  services  of  the  hospital,  including 
emergency  visits,  are  available. 

3.  The  State  Department  of  Health  audits  all  bills  and  certi- 
fies 50  %  of  the  bill  for  payment  by  local  government. 

Findings 

1.  The  program  is  a  necessary  complement  to  other  care — home, 
office,  and  inpatient.  Its  funds  are  essential  to  the  hospital  for 
providing  increasingly  expensive  outpatient  services  to  the 
needy. 

2.  Participation  with  matching  funds  by  the  counties  is  incom- 
plete. Four  counties  provide  no  funds  and  in  others  the  sup- 
port is  nominal.  All  21  voluntary  hospitals  in  the  counties 
participate  in  the  program,  but  payments  to  some  are  meager 
because  of  the  lack  of  local  government  participation. 

3.  In  Baltimore,  14  of  the  19  general  care  facilities  participate 
in  the  program,  the  same  hospitals  that  participate  in  the 
Inpatient  Program.  Two  governmental  hospitals.  University 
and  Baltimore  City  Hospitals,  do  not  receive  funds  under  the 
program.  Both  conduct  extensive  outpatient  programs,  about 
180,000  emergency  and  outpatient  visits  annually  at  Univer- 
sity, and  about  75,000  annual  visits  at  City.  Together,  these 
2  hospitals  do  about  one-third  of  the  outpatient  work  in  all 
the  general  care  facilities  in  Baltimore  City.  Their  outpatient 
work  is  supported  by  direct  appropriations  from  the  respec- 
tive governmental  units  that  operate  the  institutions.  (See 
Table  10a  for  cost  estimates.)  Beginning  July  1,  1960,  Balti- 
more City  Hospitals  will  become  a  participant  in  the  Out- 
patient Program,  on  the  same  basis  as  the  other  hospitals. 

4.  Incidents  of  service  are  numerous,  relatively  brief,  and  often 
given  under  busy,  crowded  conditions.  Administrative  con- 
trols, particularly  for  emergencies  and  self -referrals,  are  par- 
ticularly difficult.  On  the  other  hand,  overelaborate  controls 
are  unjustified  in  view  of  the  relatively  low  cost  of  the  service. 
A  reasonable  compromise  between  strict  standards  and  com- 
plete freedom  is  undoubtedly  necessary  and  is  now  reflected 
in  many  features  of  the  program.  This  applies  particularly  to 
the  large  city  outpatient  departments.   There  is  also  evidence 
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that  many  outpatients  under  the  program  visit  the  county  hos- 
pitals directly  and  without  referral  by  a  physician. 

5.  There  is  a  general  belief  that  the  several  types  of  home,  office, 
and  outpatient  programs  of  the  State  are  too  confusing  and 
that  simplification  and  combination  are  necessary. 

6.  Income  standards  of  medical  indigency  are  believed  to  be  rea- 
sonably realistic. 

7.  There  are  objections  among  hospital  personnel,  particularly 
in  Baltimore,  that  the  new  regulations  are  too  complex  and 
inflexible — ^that  financial  investigations  cannot  be  completed  on 
first  visits,  that  it  is  unrealistic  to  verify  the  existence  of  other 
assets,  and  that  deadlines  for  billings  are  too  short.  It  is 
stated  that  persons  with  adequate  resources  would  go  to  pri- 
vate physicians  rather  than  submit  to  the  inconveniences  of 
hospital  clinic  care.  Official  agencies  support  the  stricter  pro- 
cedures as  necessary  for  control. 

8.  Hospitals  have  not  pressed  for  payment  at  full  cost  although 
recognizing  it  as  desirable.  Until  recently  many  hospitals  had 
not  determined  outpatient  costs  but  are  now  finding  that  they 
exceed  $5.00  per  clinic  visit.  There  are  opinions  that  expen- 
sive drugs  should  be  separately  billed  and  there  is  some  uncer- 
tainty about  drug  policies. 

9.  Collections  from  the  medical  indigent  in  the  Baltimore  pro- 
gram are  in  the  range  of  $12,000-$15,000  annually,  and  except 
for  third-party  payments,  are  in  the  token  category,  perhaps 
$.25  per  visit. 

Recommendations 

1.  All  counties  should  be  vigorously  encouraged  by  health  officers 
and  hospitals  to  participate  in  the  program.  The  uneven  per- 
formance of  counties  under  the  program  illustrates  the  limita- 
tions in  providing  local  government  an  incentive  to  participate 
in  financing  programs  when  the  services  are  already  being 
provided.  The  incentive  should  not  be  such  as  to  curtail  the 
program  unwisely. 

2.  After  additional  experience  has  been  gained  with  reporting 
and  auditing  outpatient  costs,  the  State  should  adopt  a  reim^- 
bursement  formula  based  upon  current  cost,  similar  to  that  of 
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the  Inpatient  Program.    This  should  apply  to  both  city  and 
county  hospitals. 

3.  The  subcommittee  considers  it  desirable  that  the  indigent  and 
medical  indigent  in  Baltimore  City  be  served  under  the  same 
program.  Studies  should  be  made  as  to  the  feasibility  of  pro- 
viding home  and  office  medical  care  to  the  medical  indigent  in 
Baltimore  and  for  placing  such  home  and  office  care  under  the 
capitation  system.  Until  such  a  program  is  established,  the 
hospitals  must  continue  to  receive  the  medical  indigent  directly 
in  their  outpatient  departments. 

4.  University  Hospital  should  be  reimbursed  under  the  program. 

5.  Administrative  requirements  for  certification  of  the  medical 
indigent  in  outpatient  departments  should  be  studied  at  the 
same  time  that  consolidation  of  programs  is  reviewed. 

6.  Working  level  conferences  of  health  department,  welfare  de- 
partment, and  hospital  personnel  should  be  held  to  discuss  and 
resolve  practical  administrative  problems.  These  could  be 
combined  with  similar  conferences  on  the  Inpatient  Program. 
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Table  10a 


OUTPATIENT  CAREi 

Baltimore  City  (Municipal)  Hospitals  and 
University  of  Maryland  (State)   Hospital^ 


Baltimore  City- 
Hospitals 

University- 
Hospital 


Total. 


Visits 


Average        Value 

Per  at 

Diem  Cost  Full  Cost 


Actual 

Payments 

State  Local 


$      67,600         $67,600 

1,079,930    1,079,930         


$1,147,530  $1,079,930   $67,600 


Hospital 

Loss 


1  Data  is  based  on  1959  Calendar  Year  experience  for  Baltimore  City  Hospitals  and 

1958-1959  Fiscal  Year  experience  for  University  Hospital. 

2  Estimate  derived  from  data  furnished  by  University  Hospital. 
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Medical  Care  Programs 

General 

Maryland  has  two  home  and  office  medical  care  programs. 
The  county  program  provides  payment  on  a  fee-for-service  basis 
for  physicans'  services  in  the  home  and  office,  prescribed  drugs  and 
limited  dental  care  to  county  residents  who  are  either  public  assist- 
ance clients  or  medical  indigents.  The  Baltimore  City  Program 
provides  physicians'  services  in  the  home  and  office;  consultation, 
diagnostic,  and  treatment  services  in  hospital  outpatient  depart- 
ments through  special  "Medical  Care  Clinics";  prescribed  drugs; 
and  limited  dental  care.  The  services  of  the  city  program  are  avail- 
able only  to  indigents.  Physicians  and  hospitals  under  the  city 
program  are  paid  under  a  capitation  system. 

Historical  Background  * 

On  the  initiative  of  its  doctors,  Maryland  set  out  to  prove  that 
a  state  can  solve  its  own  health  problem  without  Federal  aid  or 
Federal  intervention.  The  Maryland  Medical  Care  Plan  provides 
medical  care  for  the  indigent  in  Baltimore  City ;  that  is,  those  who 
are  on  the  relief  rolls ;  and  for  the  indigent  and  medically  indigent 
in  the  counties.  The  medically  indigent  are  those  who  are  ordin- 
arily self-supporting,  but  who  cannot  pay  the  cost  of  medical 
care. . . . 

The  Medical  Care  Program  in  Maryland  is  in  effect  in  rural 
areas,  suburban  areas,  large  cities  and  in  the  metropolitan  City  of 
Baltimore.  There  are  two  distinct  medical  care  services;  the  one 
in  the  counties,  the  other  in  Baltimore  City.  They  are  different  in 
some  details  of  their  operation,  but  have  one  aim  in  common — 
medical  care  for  the  low  income  groups. 

The  origin  of  the  Plan  goes  back  two  decades.  The  Medical 
and  Chirurgical  Faculty  of  Maryland  (the  State  Medical  Society, 
founded  in  1799)  held  a  meeting  on  October  31,  1932,  when  out- 
standing physicans  of  national  fame  debated  the  report  and  recom- 
mendations of  the  National  Committee  on  the  Costs  of  Medical 
Care. 

At  a  subsequent  meeting  the  late  Dr.  John  M.  T.  Finney,  Sr.,  a 
former  president  of  the  Medical  and  Chirurgical  Faculty  of  Mary- 


*  From  the  Report  of  the  Committee  to  Review  the  Medical  Care  Program, 
Committee  on  Medical  Care,  Maryland  State  Planning  Commission,  Febru- 
ary, 1953. 
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land,  pointed  out  to  his  professional  colleagues  that  if  the  medical 
profession  itself  did  not  take  the  leadership  in  studying  the  medical 
care  needs  of  Maryland  and  in  presenting  for  public  adoption  a 
reasonable  plan  to  meet  these  needs,  such  action  would  without 
doubt  be  taken  by  groups  outside  the  medical  profession. 

A  few  years  later,  after  a  great  deal  more  discussion,  Dr.  M.  C. 
Pincoffs,  Professor  of  Medicine  of  the  University  of  Maryland,  out- 
lined the  defects  in  the  existing  medical  care  program  of  Maryland 
and  proposed  certain  remedies.  He  urged  the  appointment  of  a  sub- 
committee of  the  Maryland  State  Planning  Commission  whose  re- 
sponsibility would  be  to  plan  for  the  necessary  improvements  in 
medical  care  in  Maryland. 

On  August  23,  1939,  the  details  of  the  plan  proposed  by  Dr. 
Pincoffs  were  embodied  in  a  letter  sent  by  Dr.  Victor  F.  Cullen, 
acting  president  of  the  Medical  and  Chirurgical  Faculty  of  Mary- 
land to  Dr.  Abel  Wolman,  Chairman  of  the  Maryland  State  Plan- 
ning Commission. 

The  letter  urged  the  State  Planning  Commission  to  appoint  a 
special  standing  committee  "whose  function  it  shall  be  to  keep 
under  constant  survey  the  problems  of  medical  care  for  the  citizens 
of  this  state  and  to  formulate  from  time  to  time  recommendations 
for  better  utilization  and  for  extension  of  existing  medical  facilities 
and  for  the  institution  of  such  new  facilities  as  are  required." 

Among  the  seven  major  deficiencies  pointed  out,  special  at- 
tention was  called  to  the  lack  of  organization  or  funds  for  medical 
care  in  their  homes  for  those  on  relief  or  without  means  of  paying 
for  their  medical  care. 

As  a  result  of  this  letter,  the  Planning  Commission  set  up  the 
Committee  on  Medical  Care  and  named  Dr.  Maurice  C.  Pincoffs  as 
Chairman.   The  first  meeting  was  held  on  January  23,  1940. 

The  County  Medical  Care  Program 

Because  of  the  more  pressing  need  for  a  program  for  medical 
care  in  the  provinces  outside  of  Baltimore  City,  the  State  Commit- 
tee on  Medical  Care  gave  its  first  attention  to  a  survey  of  the  needs 
in  the  23  counties  of  Maryland.  Its  report  was  published  on  April 
15, 1944,  and  contains  the  findings  and  recommendations  for  a  long- 
term  medical  care  program  for  the  state's  indigent  and  medically 
indigent. 
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The  report  proposed  an  important  and  basic  extension  of  the 
duties  of  the  State  Department  of  Health  to  include  responsibility 
for  a  personal  health  service  to  the  indigent  and  the  medically  in- 
digent. Maryland  is  fortunate,  as  the  report  emphasized,  in  the 
general  high  level  of  medical  care  received  by  her  citizens  and 
although  the  medical  profession,  on  a  voluntary  basis  has  unself- 
ishly and  untiringly  given  medical  care  to  the  poor,  nevertheless  in 
some  sections  of  the  State,  all  essential  medical  services  are  not 
available  to  this  segment  of  the  population. 

The  Committee  on  Medical  Care  recommended  a  program  to 
provide  medical  care  for  the  indigent  and  medically  indigent  in  the 
counties  to  be  established  by  the  State  of  Maryland  and  to  be  ad- 
ministered by  the  State  Department  of  Health. 

The  State  Department  of  Public  Welfare  would  have  no  re- 
sponsibility for  providing  medical  care  but  would  determine  the 
financial  eligibility  of  the  applicants.  The  report  recommended 
that  specific  appropriations,  adequate  to  finance  the  program, 
should  be  made  by  the  State  of  Maryland  for  payment  to  physicians, 
hospitals,  dentists ;  for  drugs  and  for  administrative  expenses.  To 
implement  these  recommendations,  the  State  Board  of  Health  was 
authorized  to  establish  a  Council  on  Medical  Care  to  act  in  an  ad- 
visory capacity. 

The  Committee  proposed  a  separate  study  of  the  medical  care 
problem  of  Baltimore  City. 

The  General  Assembly  of  Maryland,  at  its  session  in  1945, 
enacted  into  law  these  recommendations,  and  the  program  was  soon 
thereafter  put  into  operation. 

The  appropriation  by  the  state  for  the  first  two  years  of  opera- 
tion was  $200,000  a  year. 

The  administrative  organization  was  then  set  up  and  one  by 
one,  the  counties  began  to  participate  in  the  program,  usually  be- 
ginning with  the  indigent  and  then  taking  up,  gradually,  the  care 
of  the  medically  indigent.  This  was  logical,  as  county  health  de- 
partments were  not  organized  to  apply  a  means  test  to  determine 
eligibility  for  those  who  were  medically  indigent;  whereas,  the 
Department  of  Public  Welfare  in  the  counties  had  already  certified 
those  who  were  on  their  relief  hsts.  By  June  of  1948,  all  23  counties 
were  participating  in  the  complete  program. 

Thus,  was  begun  a  medical  service  to  those  too  poor  to  pay  for 
it.   The  patient  is  given  complete  independence  of  choice  as  to  his 
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doctor,  and  the  doctor  may  accept  or  refuse  any  individual  as  a 
patient. 

The  Medical  Care  Plan  of  Baltimore  City 

In  August,  1944  the  Committee  on  Medical  Care  of  the  Mary- 
land State  Planning"  Commission  appointed  a  subcommittee  under 
the  chairmanship  of  Dr.  Lowell  J.  Reed,  to  be  known  as  the  Com- 
mittee to  Study  the  Medical  Care  Needs  in  Baltimore. 

This  Committee  was  created  for  the  purpose  of  making  a  sur- 
vey of  needs  in  Baltimore  City  and  preparing  a  plan  for  organizing 
and  administering  a  city  medical  care  program. 

The  Committee's  Interim  Report,  presented  in  December,  1946, 
called  attention  to  the  pressing  problem  of  medical  care  for  recipi- 
ents of  public  assistance  and  others  in  low  economic  groups.  It 
noted  that  lack  of  an  organized  plan  had  resulted  in  the  develop- 
ment of  many  deficiencies  in  the  medical  services  provided  by  the 
Department  of  Public  Welfare  for  these  groups. 

Dr.  Reed's  Committee  recommended  that  a  specific  plan  be 
adopted  to  meet  the  medical  care  needs  of  the  welfare  population 
of  Baltimore  City,  and  as  soon  as  the  Program  was  caring  for  the 
entire  public  assistance  load,  it  might  be  extended  to  include  the 
medically  indigent. 

It  was  suggested  that  the  City  Health  Department  assume 
community  leadership  in  the  coordination  of  medical  facilities  and 
establish  in  the  Health  Department  a  Medical  Care  Section. 

On  the  basis  of  its  survey  the  Committee  presented  a  plan  for 
organizing  a  medical  care  program  for  the  city.  Its  ultimate  ob- 
jective was  to  provide  the  welfare  group  in  the  city  continuous 
medical  care  comprising  preventive,  diagnostic  and  therapeutic 
services,  and  such  auxiliary  services  in  the  field  of  dentistry,  nurs- 
ing and  rehabilitation  as  are  feasible. 

The  plan  suggested  the  organization  of  medical  centers  as- 
sociated with  existing  hospitals,  thus  to  provide  a  system  of  home 
and  ambulatory  medical  care  through  the  integration  of  the  fa- 
cilities of  the  hospital  dispensary  and  the  services  of  the  physicians 
in  the  area. 

After  outlining  the  specific  plan,  the  payment  for  medical 
services  was  to  be  as  follows : 

Payment  for  services  of  the  Medical  Center  would  be  based  on 
the  number  of  public  assistance  clients  assigned  to  it.  Payment  to 
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the  participating  physicians  would  follow  the  same  principle  and 
be  based  on  the  number  of  clients  selecting  the  physician  for  serv- 
ice. This  capitation  concept  of  payment  was  recommended  by  the 
Committee  for  several  reasons,  among  which  were  (a)  that  this 
plan  would  permit  greater  freedom  in  the  referral  of  any  individ- 
ual to  his  personal  physician  by  the  Medical  Center,  and  by  the 
physician  to  the  Center  as  the  medical  condition  of  the  patient  re- 
quires; and  (b)  that  this  plan  would  simplify  the  administration 
of  the  program  and  reduce  to  a  minimum  the  paper  work  that  the 
general  practitioner  might  be  called  upon  to  undertake. 

In  transmitting  the  Report  to  the  Maryland  State  Planning 
Commission  the  Committee  on  Medical  Care  recommended  that  the 
Plan  be  adopted  and  that  legislation  be  enacted  to  permit  the  State 
Board  of  Health  to  transfer  available  funds  to  the  City  of  Balti- 
more for  support  of  the  Program,  to  be  administered  by  the  Balti- 
more City  Health  Department. 

The  Committee  on  Medical  Care  felt  that  the  proposed  Plan 
not  only  would  offer  to  the  indigent  a  more  complete  form  of  medi- 
cal care  than  any  heretofore  available,  but  also  would  bring  into 
working  affiliation  practicing  physicians,  hospital  outpatient  de- 
partment, and  the  health  department  clinics.  Thus,  a  most  desir- 
able coordination  of  medical  resources  would  be  achieved,  which 
was  at  that  time  seriously  lacking.  The  contacts  and  conferences 
between  physicians  engaged  in  general  practice,  those  working  in 
hospitals  and  those  associated  with  the  City  Health  Department 
would  have  a  distinct  educational  value  and  tend  thus  to  raise  the 
level  of  medical  care  for  the  whole  community. 

At  its  1947  session,  the  General  Assembly  authorized  the  ad- 
ministration and  financing  of  the  Program  under  the  Commissioner 
of  Health  of  Baltimore  City.  This  new  legislation  became  effective 
on  June  1, 1947. 

Description  of  the  Medical  Care  Programs 

COUNTY  PROGRAM 

The  Bureau  of  Medical  Services  and  Hospitals  in  the  State 
Department  of  Health  provides  general  direction  and  supervision 
of  the  County  Medical  Care  Program,  develops  administrative  pro- 
cedures, and  recommends  changes  in  policies.  It  processes  all  bills 
for  services  and  certifies  them  to  the  State  Comptroller  for  pay- 
ment. The  Bureau  is  advised  on  policy  matters  and  on  problems  by 
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the  Council  on  Medical  Care,  which  is  composed  of  representatives 
from  various  State  professional  groups.  The  county  health  depart- 
ment is  responsible  for  the  day-to-day  operation  of  the  program, 
and  the  cost  of  administration  at  the  local  level  is  borne  by  local 
health  services. 

Eligibility  for  Care 

All  welfare  clients  are  automatically  sent  Medical  Care  cards 
by  the  local  health  department  which  entitles  them  for  a  period  of 
6  months  to  care  and  services  under  the  program  through  some  900 
participating  physicians,  300  participating  dentists,  and  400  phar- 
macists. Eligibility  of  medical  indigents  is  determined  by  the  local 
health  department  under  established  procedures  with  some  discre- 
tion on  borderline  cases.  Cards  for  the  medical  indigent  are  fre- 
quently for  short  periods  of  time  only. 

Services  Available  * 

After  the  patient  is  in  possession  of  his  identification  card,  he 
is  entitled  to  the  following  services : 

1.  Services  of  Physicians.  Patients  may  use  the  services  of 
any  licensed  doctors  of  medicine,  and  the  doctors  have  the  right 
either  to  accept  or  reject  patients.  A  physician  receives  $2.00  for 
an  office  visit,  $3.00  for  a  home  visit,  and  $4.00  for  an  emergency 
home-night  call.  Consultation  by  specialists  and  fees  for  x-ray  and 
laboratory  services  performed  in  a  physician's  oflBce  can  be  in- 
cluded, provided  they  are  not  available  through  Health  Department 
facilities.  Consultants  under  the  Program  are  entitled  to  special 
fees,  but  they  must  qualify  by  standards  set  by  the  State  Board 
of  Health. 

Physicians'  services  are  not  limited  in  any  way.  However,  it 
is  understood  that  services  given  by  a  practitioner  must  conform 
to  the  concept  that  essential  medical  care  should  be  given  at  mini- 
mum cost.  In  some  instances,  administrators  of  the  Program,  al- 
though they  do  not  question  the  professional  judgment  of  the  prac- 
titioner, must  specify  to  what  extent  the  Program  can  be  respons- 
ible for  payment  beyond  a  certain  limit  of  services.  They  are  guided 
in  this  judgment  by  their  knowledge  of  average  requirements,  and 
the  experience  of  the  majority  of  physicians  in  the  same  area. 


*  From  an  article  entitled :  "Home  and  Office  Medical  Care  for  Needy- 
Patients  in  Maryland  Counties,"  by  Dr.  Alice  B.  Tobler,  Maryland  State  De- 
partment of  Health  Bulletin,  August  27,  1957. 
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2.  Drugs  prescribed  by  Physicians.  Prescriptions  can  be 
filled  in  any  drug  store  of  the  patient's  choice.  In  some  rural  areas 
where  drug  stores  are  not  available  physicians  may  dispense  drugs 
at  cost.  Pharmacists  receive  a  comparatively  small  mark-up  for 
their  services.  In  general,  there  are  no  limitations  on  drugs  which 
the  physicians  prescribe ;  however,  because  of  limited  funds,  there 
have  to  be  some  controls  on  certain  new  or  very  expensive  drugs. 

An  effort  is  made  to  evaluate  each  case  on  its  own  merits  and 
within  the  framework  of  the  available  funds.  Sometimes  an  expen- 
sive drug  may  keep  a  patient  out  of  a  hospital,  thus  avoiding  an 
even  greater  expense  to  the  State.  In  other  instances,  it  may  be 
better  to  arrange  for  a  careful  work-up  in  a  hospital.  Experience 
has  shown  it  is  more  economical  to  have  the  patient  return  to  the 
physician's  office  at  regular  intervals  than  to  have  prescriptions  for 
large  amounts  of  drugs  or  for  numerous  refills. 

3.  Dental  Services.  The  Program  also  provides  somewhat 
limited  dental  services  with  primary  emphasis  on  relatively  com- 
plete service  for  children  and  young  adults.  Dentures  are  provided ; 
however,  authorization  for  this  comparatively  expensive  item  must 
be  obtained  in  advance,  and  because  of  limited  funds,  authoriza- 
tions have  to  be  made  on  a  very  selective  basis. 

Program  Complements  Other  Services  * 

The  Medical  Care  Program  was  designed  to  complement,  not 
to  supplement,  the  many  other  medical  care  services  rendered  by 
public  and  private  agencies  and  civic  groups.  No  payment  is  made 
for  any  services  that  provide  for  physicians'  care  to  children  and 
pre-natal  patients  since  these  services  are  available  in  Health  De- 
partment clinics ;  or  for  chest  x-rays,  medical  supplies  provided  by 
such  groups  as  the  Cancer  Society  or  Crippled  Children's  Services. 

CITY  PROGRAM 

The  Medical  Care  Section  of  the  Baltimore  City  Health  Depart- 
ment is  responsible  for  policies,  regulations  and  administration  of 
the  City  Medical  Care  Program.  The  department  is  counseled  by 
its  Advisory  Committee  on  Medical  Care. 

All  public  assistance  clients  residing  in  Baltimore  City  are 
eligible  for  services  under  the  program. 

*  ibid 
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Services  Provided  * 

Services  provided  by  the  Baltimore  City  Medical  Care  Pro- 
gram including  the  following : 

a.  An  adequate  initial  examination  to  appraise  the  need  for 
medical  care 

b.  Home  and  office  care  by  a  personal  physician  of  the  per- 
son's own  choice 

c.  Freely  available   consultation,   diagnostic   and   treatment 
services  for  ambulatory  patients  by  specialists  at  hospitals 

d.  Laboratory  and  X-ray  services 

e.  Specially  authorized  eyeglasses 

f.  Limited  dental  care 

g.  Drugs  and  some  medical  supplies. 

Method  of  Providing  Services  * 

Each  person  upon  admission  to  City  Welfare  Department  rolls 
is  notified  that  he  is  eligible  to  receive  medical  services  under  the 
Baltimore  City  Medical  Care  Program  and  is  given  instructions 
concerning  it.  He  is  advised  to  go  to  one  of  the  hospitals  conducting 
a  Medical  Care  Clinic  and  give  the  name  of  the  physician  in  his 
neighborhood  from  whom  he  wishes  home  or  office  care  when  ill. 
Also  at  the  hospital  the  person  receives  the  initial  examination. 
The  results  of  the  examination  and  advice  regarding  any  need  for 
treatment  or  special  supervision  are  sent  by  the  hospital  to  the 
personal  physician.  Thereafter  the  personal  physician  may  apply 
to  the  hosital  for  any  necessary  examination  or  advice  by  a  special- 
ist and  for  any  needed  laboratory  or  X-ray  examinations.  When 
treatment  by  a  specialist  is  required  by  an  ambulatory  patient,  such 
treatment  is  provided  by  the  hospital.  Drugs  are  provided  through 
prescriptions  written  by  physicians  and  filled  by  neighborhood  or 
hospital  pharmacists. 

Each  person  who  is  eligible  for  services  under  the  Baltimore 
City  Medical  Care  Program  is  kept  supplied  with  an  up-to-date 
card  showing  his  eligibility,  the  name,  address  and  telephone  num- 
ber of  the  physician  whom  he  has  chosen  and  the  name  of  his  medi- 
cal care  clinic. 


*  From  an  unsigned  article  which  appeared  in  the  September,  1955,  issue  of 
the  Baltimore  Health  News,  Baltimore  City  Health  Department. 
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Payment  for  Services  * 

a.  Hospitals 

Each  hospital  is  paid  at  the  rate  of  $10.00  per  year  for  each 
public  assistance  client  assigned  to  its  Medical  Care  Clinic,  except 
that  if  costs  of  operating  its  Medical  Care  Clinic  are  less  than 
$10.00  per  capita  per  year  the  hospital  will  refund  up  to  $3.00  per 
capita  per  year. 

b.  Physicians 

Each  physician  who  has  been  chosen  by  an  eligible  person  and 
has  agreed  to  provide  him  with  home  and  office  m.edical  care  under 
the  Baltimore  City  Medical  Care  Program  is  paid  the  sum  of  seven 
dollars  per  year  for  such  person. 

c.  Pharmacists 

Each  pharmacist  presents  to  the  Medical  Care  Section  of  the 
City  Health  Department  a  bill  for  each  prescription  he  fills  for  a 
person  under  the  program.  Payments  are  made  according  to  a 
fixed  schedule  in  accord  with  that  used  by  the  Medical  Care  Pro- 
gram for  the  Counties  of  Maryland. 

d.  Dentists 

Most  dental  services  are  provided  by  the  dental  clinics  at  the 
hospitals  operating  Medical  Care  Clinics.  These  services  are  paid 
for  on  a  capitation-fee-schedule  basis,  with  the  fee  schedule  in 
accord  with  that  used  in  the  Medical  Care  Program  for  the  Coun- 
ties of  Maryland. 

Occasionally  dentists  perform  special  services  in  their  own 
offices  for  persons  under  the  program  and  these  dentists  are  paid 
at  a  rate  in  accord  with  that  used  in  the  Medical  Care  Program  for 
the  Counties  of  Maryland. 

Because  it  has  been  found  that  some  hospital  dental  clinics  are 
limited  almost  to  the  extraction  of  teeth  and  are  in  other  ways 
extremely  inadequate  to  meet  the  dental  needs  of  persons  under 
the  program,  a  special  dental  clinic  will  be  set  up  for  persons  un- 
able to  get  required  and  authorized  dental  care  at  the  hospitals. 
The  clinic  will  be  in  the  Eastern  Health  District  building  and  the 
clinic  personnel  will  be  paid  from  program  funds  on  a  clinic  ses- 
sion basis  at  the  rate  used  in  other  Baltimore  City  Health  Depart- 
ment dental  clinics.  Such  supplies  as  drills  and  amalgam  will  also 
be  paid  for  from  program  funds. 

*  ibid 
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e.      Opticians 

Eye  examinations  are  provided  by  hospital  or  Baltimore  City 
Health  Department  ophthalmologists.  Prescriptions  for  eyeglasses 
are  filled  by  specially  approved  opticians  who  are  required  to  meet 
very  definite  standards.  Payment  for  eyeglasses  is  made  according 
to  a  low  schedule  which  has  been  accepted  by  these  opticians. 

Financing  of  Programs 

Both  programs  are  financed  entirely  at  State  expense.  Table 
11  breaks  down  these  costs  by  subdivision,  and  also  shows  the  pro- 
grams' experience. 

Findings 

Problems : 

1.  The  present  income  scales  for  the  medical  indigent  were 
established  in  1951  and  reviewed  in  1953.  At  that  time  it 
was  suggested  scales  be  increased.  However,  because  of 
the  limitation  of  funds,  no  definite  recommendation  was 
made  and  the  scales  have  not  been  changed  since  1951. 
In  the  light  of  the  existing  inflationary  trend  these  scales 
(Table  1)  would  appear  to  be  low.  (The  allowances  for 
physicians'  services  might  also  be  low;  the  allowances 
have  not  changed  since  the  program  was  inaugurated  11 
years  ago.) 

2.  Some  health  officers  maintained  that  an  income  differential 
between  supposedly  high  and  low  cost  counties  is  not  real- 
istic. These  health  officers  argued  that  the  basic  costs  were 
substantially  the  same  from  county  to  county. 

3.  The  budgets  of  the  various  treatment  programs  are  inflex- 
ible. Funds  cannot  be  transferred  from  one  to  the  other. 
Transfers,  however,  are  possible  between  the  County  and 
City  Medical  Care  Programs.  This  inflexibility  does  not 
permit  utilization  of  available  funds  to  the  maximum  ad- 
vantage of  all  eligible  persons.  Funds  appropriated  for  the 
Medical  Care  Programs  cannot  be  used  to  support  nursing 
home,  general  hospital,  or  chronic  hospital  care. 

4.  The  difference  in  programs  in  Baltimore  City  and  the 
neighboring  counties  has  reportedly  created  professional 
and  patient  dissatisfaction.  This  is  largely  the  outgrowth 
of  the  development  of  a  metropolitan  areas  where  physi- 
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cians  and  other  vendors  serve  both  programs,  and  patients 
move  from  one  area  (and  program)  to  another. 

5.  Since  the  Medical  Care  Programs  are  State-financed,  some 
subdivisions  have  felt  that  the  local  cost  of  administration 
should  also  be  borne  by  the  State. 

6.  In  the  past  the  program  has  had  to  face  shortages  of  funds 
due  to  rising  costs  and  lack  of  adequate  appropriations. 
This  has  been  difficult  to  handle  and  has  resulted  in  pro- 
rating of  professional  fees  and  curtailment  of  benefits. 

Observations : 

1.  The  health  officers  considered  the  determination  of  medical 
indigency  an  integral  part  of  the  total  health  program,  and 
definitely  their  responsibility.  They  pointed  out  the  need 
for  prompt  investigations  and  decisions  when  patients  need 
care. 

2.  The  health  officers  thought  the  County  Commissioners 
treated  the  programs  responsibly  and  that  no  undue  pres- 
sures were  exercised  at  the  local  level. 

3.  Complaints  regarding  the  Medical  Care  Programs  appar- 
ently are  not  numerous,  and  occasional  incidences  of  abuse 
are  promptly  investigated. 

4.  In  considering  the  principles  on  which  the  2  Medical  Care 
Programs  were  developed,  it  was  agreed  that  the  fee  for 
service  system  in  the  counties  and  the  capitation  system  in 
the  City  each  served  a  useful  purpose  and  should  not  be 
altered  at  this  time.  Consideration,  however,  ought  to  be 
given  to  serving  the  City's  medical  indigent  under  this  pro- 
gram,   (see  p.  70,  Recommendation  No.  3). 

5.  The  State  Department  of  Health,  through  its  Bureau  of 
Medical  Services  and  Hospitals,  contributed  the  following 

1  observations,  based  on  their  experience  with  the  various 

programs : 

a.  Each  of  the  existing  programs  was  developed  in  answer 
to  a  specific  categorical  need.  Sometimes  the  need  was 
that  of  institutions  (hospitals)  ;  sometimes  the  need  was 
that  of  a  segment  of  the  population.  In  the  course  of 
time,  the  Department's  interest  has  focused  more  and 
more  on  meeting  the  needs  of  individual  patients.    The 
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existence  of  several  categorical  programs,  each  develop- 
ing somewhat  independently  in  its  own  field,  does  not 
afford  sufficient  flexibility  to  serve  the  changing  needs 
of  individual  patients.  There  is  not  only  necessity  for 
continuity  of  care  in  the  home,  in  the  hospital,  or  in 
other  institutions;  but  there  is  also  the  danger  that 
inadequacy  in  one  program  may  work  to  the  detriment 
of  another  program  and  may  lead  to  unnecessary  utili- 
zation of  facilities  and  inefficient  use  of  the  tax  dollar. 
There  may  be  advantages  in  the  development  of  one 
broad  program  of  medical  care  with  specific  areas  of 
service,  a  program  decentralized  as  far  as  administra- 
tive and  financial  responsibility  is  concerned,  but  more 
cohesive  and  interrelated  in  terms  of  patient  care. 
Under  such  a  plan,  each  area  of  service  must  be  built 
upon  a  basis  of  adequate  State-wide  standards.  In  ad- 
dition there  should  be  a  framework  for  State-wide 
stimulation  and  leadership  as  well  as  State-wide  analy- 
sis and  evaluation. 

b.  The  broad  question  of  eligibility  for  care  at  public  ex- 
pense poses  many  difficult  problems.  Care  is  provided 
both  for  public  assistance  clients  and  for  individuals 
and  borderline  families  not  receiving  welfare  grants, 
but  able  only  to  maintain  a  marginal  existence,  sub- 
sidized frequently  by  private  charity.  There  is  another 
segment  of  the  population  which  is  self-supporting,  if 
not  faced  with  major  expenses  for  medical  care.  These 
are  eligible  only  under  some  of  the  programs.  A  critical 
analysis  of  the  general  concept  of  medical  indigency 
therefore  seems  worth-while  and  might  be  correlated 
with  the  study  of  State-local  responsibility,  although 
the  problems  are  only  indirectly  related. 

c.  At  the  present  time  part  payment  by  the  medical  indi- 
gents varies  by  type  of  service,  and  ranges  from  no 
payment  at  all  to  full  payment.  Provision  for  part 
payment  exists  under  the  Inpatient,  the  City  Outpa- 
tient, and  the  Chronic  Hospital  programs.  It  might  be 
feasible  to  have  part  payment  by  the  medical  indigent 
even  to  the  point  of  token  payment  in  all  areas  of  serv- 
ice, including  the  Medical  Care  Programs.  However, 
care  must  be  taken  to  keep  such  charges  sufficiently  low 
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so  that  fear  of  expense  will  not  prevent  families  from 
seeking  medical  advice. 

d.  Decentralization  of  administration  with  joint  State- 
local  financing  for  one  broad  medical  care  program 
covering  various  areas  of  service  raises  a  number  of 
questions  about  local  administration.  The  large  metro- 
politan counties  might  adapt  well  to  such  a  plan,  given 
sufficient  funds  for  a  qualified  and  adequate  staff;  but 
the  medium-sized  or  small  rural  counties  might  have 
great  difficulty  obtaining  and  supporting  the  necessary- 
staff  without  some  financial  assistance  from  the  State. 
If  decentralization  is  carried  too  far,  and  a  strong 
State-wide  structure — as  outlined  above — is  not  pro- 
vided, there  is  grave  danger  that  even  in  the  larger 
counties  services  will  be  judged  and  developed  entirely 
from  the  local  perspective.  The  benefit  and  value  of 
broad  overall  leadership  and  planning  might  then  be 
lost. 

Recommendations 

1.  The  current  method  of  administration  is  working  extreme- 
ly well,  and  because  of  this  is  quite  advantageous.  How- 
ever, local  participation  in  financing  and  policy  making 
may  have  certain  advantages,  providing  such  a  change  in 
the  Medical  Care  Program  is  considered  only  as  part  of  an 
over-all  reorganization  of  the  closely  related  medical  care 
and  treatment  service  programs. 

2.  It  is  recommended  that  an  adequate  State-wide  program  be 
required  by  law  if  a  formula  is  applied.  Such  a  program 
should  include,  among  other  items : 

a.  Required  care  for  the  indigent  and  medical  indigent  on 
a  State-wide  scale.  Local  option  might  be  exercised  for 
inclusion  of  the  medical  indigent  whose  income  is  above 
the  specified  State-wide  scale. 

b.  The  present  scope  of  services  with  local  option  to  pro- 
vide service  beyond  the  scope  of  the  present  program. 

c.  The  standards  for  professional  participation,  as  estab- 
lished by  Maryland  law  and  by  the  policies  and  regula- 
tions of  the  State  Board  of  Health. 

3.  A  change  over  from  the  present  system  to  a  formula  system 
should  provide  for  a  phase-in  period  of  several  years  to 

85 


assure  the  development  of  sufficient  staff,  proper  under- 
standing, and  adequate  procedures  in  each  local  subdivi- 
sion. 

Medically  indigent  income  scales  should  be  reviev^^ed  and 
revised  more  frequently  to  reflect  the  economic  situation. 
The  State  should  also  review  its  regulations  on  the  eligi- 
bility procedures  for  the  medical  indigent  to  further  mini- 
mize abuse  and  assure  equitable  service  on  a  State-wide 
basis. 

The  possibility  of  token  payments  by  medical  indigents  for 
service  under  the  Medical  Care  Programs  should  be 
studied. 

Reimbursement  to  hospitals  under  the  City  program  should 
be  at  current  cost. 
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Crippled  Children's  Services 
General 

The  objective  of  the  Crippled  Children's  Program  is  to  trans- 
form potentially  lifelong  handicapped  persons,  who  may  be  de- 
pendent and  unemployable,  into  useful,  self-supporting,  independ- 
ent citizens.  To  meet  this  objective,  the  program  engages  in  case 
finding,  diagnosis,  treatment  services,  and  follow-up  care.  Case 
finding,  some  diagnosis,  and  all  of  the  local  follow-up  care  are 
financed  under  the  local  health  services  formula ;  the  more  definitive 
diagnostic  work  and  the  treatment  services  are  financed  directly 
by  the  Crippled  Children's  Services  or  by  the  Inpatient  Program. 

Historical  Background 

Funds  for  the  care  of  crippled  children  were  made  available 
to  Maryland  by  the  U.  S.  Children's  Bureau  in  1936,  under  the 
terms  of  the  Social  Security  Act.  The  funds  were  authorized  on  a 
matching  basis  for  the  development  of  approved  programs. 

The  Maryland  program  began  in  1936  under  the  aegis  of  the 
Maryland  State  Board  of  Aid  and  Charities.  The  following  year 
the  program  was  transferred  to  the  State  Department  of  Health. 

The  program's  development  was  marked  by  expansion  into  new 
areas  involving  crippled  children.  In  1936,  services  were  available 
only  to  children  with  orthopedic  handicaps.  Three  years  later,  in 
cooperation  with  the  Maryland  League  for  Crippled  Children,  the 
first  cerebral  palsy  clinic  was  held.  Also  in  1939,  the  first  plastic 
clinic  was  held,  mainly  for  children  with  harelips,  cleft  palates,  and 
burn  contractures.  In  time  the  services  of  this  clinic  became  avail- 
able for  any  condition  amenable  to  plastic  surgery.  Clinics  were 
subsequently  developed  for  rhuematic  fever,  rheumatic  heart  dis- 
ease, congenital  heart  disease,  hearing,  speech,  vision,  epilepsy, 
integrated  cleft  palates,  and  amputees.  In  1958,  following  a  recom- 
mendation by  a  subcommittee  of  the  Committee  on  Medical  Care, 
comprehensive  diagnostic  and  evaluation  centers  were  established 
at  University  and  The  Johns  Hopkins  hospitals.  These  centers 
were  to  provide  expert  diagnostic  work-up,  evaluation,  and  thera- 
peutic recommendations  for  children  with  multiple  handicaps. 

Description  of  Crippled  Children's  Services 

Children  of  the  indigent  and  medical  indigent  are  eligible  for 
care  under  Crippled  Children's  Services. 


The  program,  while  centrally  administrated  from  the  State 
Department  of  Health,  is  highly  decentralized.  Each  county  and 
Baltimore  City  either  maintains  specialty  clinics  for  crippled  chil- 
dren or  shares  clinics  with  other  counties — the  existence  of  a  clinic 
in  a  county  depending  on  the  case  load.  (In  some  instances  this 
type  of  care  is  purchased  from  existing  outpatient  clinics  at  hos- 
pitals.) Specialists,  recommended  by  the  State  Department  of 
Health's  Division  for  Crippled  Children,  visit  the  clinics  periodi- 
cally on  request  of  the  local  health  officer  for  the  purpose  of  exam- 
ining cases  referred  for  diagnosis  and  limited  treatment.  The 
specialist  makes  whatever  recommendations  he  deems  appropriate 
to  the  local  health  officer,  who  in  turn  requests  approval  of  the 
Division  for  Crippled  Children  of  the  State  Department  of  Health 
for  such  items  as  appliances,  hospital  care,  or  evaluation  by  the 
university  diagnostic  and  evaluation  centers  at  Hopkins  or  Uni- 
versity. The  utilization  of  Crippled  Children's  Services  is  given  in 
Table  12. 

The  clinic  staff  and  facilities,  as  well  as  the  specialist  services 
at  the  clinics  ($50  per  day),  are  paid  for  under  the  local  health 
service  formula.  The  State  pays  for  definitive  outpatient  work-up, 
the  university  diagnostic  center  work  ($200  per  patient — about 
cost),  and  for  hospital  care  as  a  direct  outlay  from  the  Crippled 
Children's  budget  (or  in  some  instances  paid  for  by  the  Inpatient 
Program).  Another  source  of  hospital  payment  under  some  cir- 
cumstances might  be  Vocational  Rehabilitation;  Vocational  Re- 
habilitation might  also  cover  such  items  as  hearing  aids,  braces, 
and  artificial  limbs. 

The  Division  office  at  the  State  Department  of  Health  screens 
all  requests  for  special  care  and  services,  arranges  for  this  care, 
and  seeks  to  develop  and  round  out  the  entire  program. 

At  all  points,  reports  are  transmitted  back  to  the  county 
health  officer,  and  in  turn  to  the  clinic  specialist,  thus  assuring  a 
focal  point  for  all  information  regarding  a  given  patient.  An  at- 
tempt is  made  to  keep  the  original  referring  physician  apprised 
of  all  developments. 

Since  the  clinics  tend  to  be  oriented  to  one  or, the  other  of  the 
university  centers  and  to  one  or  the  other  children's  hospitals,  the 
follow-up  by  the  clinic  specialist  is  intensified — in  fact,  he  usually 
handles  the  case  at  the  hospital,  and  often  participates  in  the  uni- 
versity evaluation.  The  policy  is  thus  to  refer  the  patient  to  that 
specialist's  affiliated  institutions. 
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Financing 

Clinic  care,  case  finding,  and  other  services  through  the  local 
health  department  are  financed  under  the  local  health  service 
formula.  Other  costs  are  provided  under  the  Crippled  Children's 
Services  budget  or  the  Inpatient  Program;  the  former  is  detailed 
in  Table  13.  The  latter  is  not  known. 

Findings 

1.  Whenever  the  local  health  department  recommends  hospital 
care,  the  Division  for  Crippled  Children  seeks  the  admission 
financially  under  other  programs,  if  possible.  Thus,  if  eligible 
under  the  Inpatient  Program,  the  Division  seeks  to  have  the 
Inpatient  Program  pay  for  it,  rather  than  to  have  it  charged 
to  the  Crippled  Children's  Services.  This  in  effect  buries  some 
of  the  costs,  making  difficult  the  calculation  of  just  how  much 
this  program  really  costs.  Patients  at  Kernan's  and  Chil- 
dren's Hospitals  are  covered  by  the  Crippled  Children's  Serv- 
ices' budget,  regardless  of  whether  or  not  they  are  eligible  for 
the  Inpatient  Program. 

2.  Prolonged  hospital  stays  result  from  inadequate  home  care 
and  foster  home  programs  in  some  areas.  If  home  care  and 
foster  homes  were  more  readily  available,  earlier  discharges 
might  be  effected. 

3.  Prolonged  hospital  stays  have  also  resulted  from  failures  of 
the  family  or  local  health  officer  to  arrange  for  transportation 
of  patients  to  the  home  when  ready  for  discharge. 

4.  Payments  for  services  rendered  are  made  to  4  professional 
groups : 

a.  Surgeons    and    anesthesiologists    for    tonsillectomies 
($25  and  $10,  respectively), 

b.  Orthodontists, 

c.  Clinic  consultations  at  $50  per  day  (Case  formula  with 
one  exception), 

d.  University  diagnostic  and  evaluation  centers. 

Payment  for  tonsillectomies  on  the  recommendation  of  the 
clinic  specialist  was  initiated  because  many  children  required 
them  to  prevent  deafness.  Payments  are  made  even  when  the 
child  would  be  eligible  for  care  under  the  Inpatient  Program. 
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In  the  1960  budget,  $5000  has  been  requested  for  surgical  and 
anesthetist  fees.  The  Division  chief  is  not  altogether  pleased 
with  this  arrangement.  Orthodontist  care  is  paid  for,  due  in 
large  part  to  the  scarcity  of  orthodontists,  and  also  because 
no  clinic  care  could  be  arranged.  For  1960,  $2000  has  been 
budgeted.  All  children  must  be  approved  by  an  orthodontist 
review  board  to  determine  if  the  condition  is  of  crippling 
nature.  Payment  to  the  university  diagnostic  centers  is  $200 
per  child,  for  a  maximum  of  600  children  per  year  who  have 
multiple  handicaps.  These  fees  go  to  the  hospital  which  buys 
the  time  from  the  specialist  departments.  The  care  rendered 
at  these  centers  is  highly  specialized.  To  illustrate  the  extent 
of  examination  and  type  of  referred  case,  the  State  Health 
Department  advises  that  the  first  100  cases  averaged  3  handi- 
caps and  5  consultations  per  child. 

5.  The  collection  process  from  those  who  are  able  to  pay  is  not 
satisfactory  (See  Table  12).  For  hospital  care,  the  Division 
advises  the  amount  a  family  is  able  to  pay,  and  the  hospital 
must  collect  it,  for  the  sum  is  deducted  from  the  State  pay- 
ment. No  charge  to  the  patients  is  made  by  the  university 
diagnostic  centers,  nor  is  there  a  charge  for  care  at  the  local 
level.  However,  some  reimbursement  by  families  able  to  pay 
is  required  by  the  Crippled  Children's  program  for  university 
diagnostic  center  work-ups  and  for  appliances. 

6.  Advocates  of  greater  local  responsibility  pointed  out : 

a.  Local  health  officers  are  already  involved  with  the 
Crippled  Children's  Services,  and  the  local  health 
officer  would  be  better  able  to  coordinate  the  program 
if  he  had  greater  participation  in  the  policy  and 
financial  decisions.  There  would  be  local  incentive  to 
see  that  supportive  services  were  developed  to  facili- 
tate early  discharge  from  the  hospitals. 

b.  Since  the  local  health  department  is  already  sharing 
in  the  cost  and  administration  of  phases  of  this  pro- 
gram— except  the  university  evaluation  clinics,  the 
hospital  care,  and  appliances — the  county  is  in  the 
position  of  having  to  purchase  these  services,  but  lacks 
freedom  to  purchase  them  as  it  sees  fit. 

c.  Permitting  the  local  health  officer  to  purchase  all  care 
simply  extends  a  principle  which  largely  is  being  fol- 
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lowed  at  the  present  time,  and  would  enable  the  de- 
velopment of  services  compatible  with  community 
needs. 

7.  Concern  was  expressed  by  those  who  felt  that  nothing  should 
be  done  to  destroy  the  basic  elements  in  an  excellent  program. 
It  was  agreed  that  the  basic  program  could  be  maintained  if 
changes  were  made  under  State-wide  standards  and  regula- 
tions. 

8.  The  subcommittee  thought  that  it  might  be  desirable  for  each 
local  subdivision  to  contribute  its  fair  share  of  the  treatment 
costs  of  the  Crippled  Children's  Services.  The  majority  agreed, 
however,  that  there  should  be  no  basic  change  in  the  adminis- 
tration of  the  program. 

Recommendatioiis 

1.  No  change  in  policy  or  administration  is  recommended. 

2.  Political  subdivisions  should  contribute  their  share  of  the  cost 
of  this  program. 

3.  More  accurate  accounting  of  the  program  should  be  instituted 
so  that  the  full  cost  of  the  program  can  be  readily  known. 
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Tuberculosis  Hospitals 
General 

The  State  of  Maryland  operates  4  tuberculosis  hospitals  for 
the  treatment  of  tuberculosis  in  the  active  and/or  communicable 
stage.  The  purpose  of  the  program  is  two  fold:  (1)  to  render  the 
tuberculosis  cases  inactive,  so  that  the  individual  may  return  to 
gainful  employment,  and  (2)  to  isolate  the  contagious  individual 
in  order  to  prevent  dissemination  of  this  disease  to  others. 

Historical  Background  * 

Chapter  308,  Acts  of  1906 :  "There  shall  be  established  in  this 
State,  accessible  by  railroad  or  w^ater  transportation,  an  institution 
to  be  called  the  Maryland  Tuberculosis  Sanatorium,  which  shall  be 
under  control  of  the  Board  of  Managers  hereinafter  provided 
for " 

With  the  passage  of  the  above  by  the  Legislature  of  the  State 
of  Maryland  there  was  set  into  motion  the  machinery  for  the  be- 
ginning of  institutional  treatment  by  the  State  of  Maryland,  of  its 
tuberculosis  residents. 

The  first  meeting  of  the  Board  of  Managers  of  the  Tuberculosis 
Sanatorium,  created  by  the  above  Acts,  was  held  in  Baltimore, 
Maryland,  on  September  20,  1906.  Subsequently,  meetings  were 
held  monthly. 

One  of  the  earliest  problems  that  confronted  the  Board  of 
Managers  was  the  finding  of  a  suitable  location  upon  which  to  erect 
the  sanatorium.  .  .  .  over  eighty  sites  were  considered  of  which 
eleven  were  inspected.  By  1907  the  land  [at  Sabillasville]  had  been 
purchased. 

Following  the  purchase  of  the  land  which  is  now  State  Sana- 
torium, Maryland,**  we  note  the  following:  By  December,  1907, 
a  railroad  switch  to  the  sanatorium  siding  had  been  put  in;  the 
road  from  railroad  station  to  sanatorium  grounds  had  been  cut 
through;  and  the  Administration  building  had  been  completed  as 
far  as  the  first  floor. 

During  the  summer  of  1908,  Dr.  Victor  Francis  Cullen  was; 
appointed  to  serve  as  assistant  to  the  Medical  Superintendent,  Dr. 


*  Excerpted  from  an  article  by  Dr.  I.  B.  Lyon  which  appeared  in  The  Mary- 
land Quadrangle,  October  1950 — a  publication  once  published  by  and  for  the 
patients  of  the  Maryland  State  Tuberculosis  Hospitals. 
**  Renamed  Victor  Cullen  State  Hospital  in  July,  1949. 
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Bayard  T.  Crane.  Shortly  thereafter,  upon  Dr.  Crane's  resignation, 
Dr.  Cullen  was  appointed  Superintendent.  For  Dr.  Cullen  as  well 
as  for  Board  of  Managers,  patients  and  the  State  of  Maryland,  this 
marked  the  beginning  of  an  association  that  continued  uninter- 
ruptedly until  his  retirement,  more  than  39  years  later. 

By  1912  the  main  hospital  building  at  State  Sanatorium  had 
been  completed.  It  was  named  the  John  Walter  Smith  Reception 
Hospital,  "in  honor  of  the  President  of  the  Board  and  the  virtual 
founder  of  the  Sanatorium." 

During  the  latter  part  of  1916  plans  were  instituted  for  the 
establishment  of  a  sanatorium  for  the  Negro  residents  of  Mary- 
land. ...  In  August  1920  the  tract  of  land  in  which  Henryton 
State  Hospital  now  stands,  was  purchased. 

By  June  1923  the  main  hospital  building  at  Henryton  had  been 
completed.  At  the  same  time,  plans  were  formulated  to  improve 
the  road  leading  to  that  institution.  Three  months  later  the  Colored 
Branch  of  Maryland  Tuberculosis  Sanatorium  was  prepared  to 
accept  patients. 

In  July  1924  a  delegation  representing  the  Thomas  Wilson 
Sanatorium  near  Mt.  Wilson,  Baltimore  County,  announced  a  de- 
sire to  sell  their  property,  which  had  become  unnecessary  for  the 
treatment  of  children.  Within  two  months,  this  site,  with  build- 
ings, equipment,  livestock,  etc.,  had  been  investigated,  approved 
and  purchased.  By  the  early  part  of  1926  this  institution  had  been 
gotten  into  shape  for  the  reception  of  patients.  Within  2  years  the 
concrete  road  was  built  from  Reisterstown  Road  to  the  railroad 
tracks  at  Mt.  Wilson. 

On  June  1,  1927,  Pine  Bluff  Sanatorium,  near  Salisbury,  Mary- 
land, was  placed  under  the  jurisdiction  of  the  Board  of  Managers, 
by  an  Act  of  the  Legislature.  This  institution  had  been  under 
State  control  for  some  time  prior  to  the  above  date,  and  the  major- 
ity of  its  patients  were  Eastern  Shore  residents — both  tuberculous 
and  non-tuberculous. 

On  January  1,  1947,  Dr.  Cullen  tendered  his  resignation  as 
General  Superintendent  of  Maryland's  Tuberculosis  Sanatoria. 
The  Board  of  Managers,  in  accepting  his  resignation  with  deepest 
regrets,  announced  that  "Usually,  such  an  action  would  mark  only 
the  conclusion  of  an  agreed-upon  tenure  of  position.  In  this  in- 
stance the  action  marks  the  closing  of  an  era,  unique  in  the  history 
of  Maryland,  and  perhaps  unparalleled  in  the  United  States.    It 
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was   an   era  marked   by   professional   skill,   great  kindness   and 
loyalty." 

On  June  1, 1947,  by  action  of  the  State  Legislature,  Maryland's 
Sanatorium  system  was  placed  under  the  control  of  the  State  De- 
partment of  Health,  under  the  direction  of  Dr.  Robert  H.  Riley. 
Thus  began  a  new  era  in  Maryland's  efforts  to  control  tuberculosis. 
...  as  of  July  1, 1949,  we  no  longer  call  our  institutions  "sanatoria." 
There  are  now  known  as : 

Victor  Cullen  State  Hospital 
Henryton  State  Hospital 
Mt.  Wilson  State  Hospital 
Pine  Bluff  State  Hospital 

Description  of  the  Tuberculosis  Hospitals  Program 

Despite  recent  therapeutic  advances,  tuberculosis  remains  a 
serious  and  costly  illness.  This  is  rather  dramatically  illustrated 
by  the  fact  that  in  1960  it  is  estimated  that  it  will  cost  the  State  of 
Maryland  approximately  $3,500,000  to  maintain  and  service  some 
900  beds  in  the  State's  tuberculosis  hospitals.  During  the  same 
period  Baltimore  City  Hospitals  will  continue  300  beds  at  close  to 
full  capacity,  at  a  cost  to  Baltimore  City  residents  of  an  estimated 
$900,000. 

The  Chief  of  the  State  Health  Department's  Bureau  of  Tuber- 
culosis attributes  the  rise  in  hospital  TB  cases  to  advanced  (and 
often  neglected)  TB  in  older  patients.  He  points  out  also  that  TB 
case  finding  shows  only  a  slight  decline.  It  is  anticipated,  however, 
that  because  of  improved  drugs  and  therapeutic  techniques,  the 
new  cases  will  be  treated  either  out  of  the  hospital  or  for  shorter 
periods  in  the  hospital.  During  the  next  few  years,  despite  an  an- 
ticipated rise  in  patient  load  during  1960,  a  slow  but  steady  decline 
in  hospitalized  cases  and  days  of  care  rendered  is  expected. 

All  Maryland  residents  may  be  treated  without  cost  in  the 
State's  tuberculosis  hospitals.  Baltimore  City  residents  may,  at 
their  option,  be  treated  instead  at  the  tuberculosis  unit  at  Balti- 
more City  Hospitals — also  without  charge. 

The  State  of  Maryland  maintains  completely  at  State  expense 
4  tuberculosis  hospitals : 
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1960  1960  Total 

Budget  Allowance     No.  of  Budgeted  Beds  No.  of  Beds 

Mt    Wilson    $1,699,394  450  525 

Victor  Cullen  495,648  116  129 

Henryton  1,164,261  364  425 

Pine  Bluflf  202,551  60  65 

990  1144 

The  average  per  diem  cost  was  $9.43  in  1958.  ($10.85  is 
budgeted  for  1961.) 

Following  a  long  standing  tradition  of  quasi-independence,  the 
State's  program  has  been  supplemented  by  Baltimore  City  in  its 
City  Hospitals.  For  some  years  City  Hospitals  has  maintained  a 
TB  wing  of  300  beds  at  close  to  full  capacity.  The  cost  in  1960 
should  run  somewhere  over  $900,000,  a  sum  borne  completely  by 
the  City  of  Baltimore.  A  more  exact  anticipated  cost  figure  is  not 
available  since  City  Hospitals  does  not  budget  by  departments. 
Costs,  however,  are  computed  at  the  year's  end. 

There  are  several  hundred  additional  tuberculosis  beds  scat- 
tered throughout  the  mental  hospitals  and  prisons.  Some  of  these 
are  cases  which  would  be  in  the  TB  hospitals  if  a  more  prim- 
ary claim  had  not  been  made  on  the  individuals.  Their  tuberculosis 
is  cared  for  by  the  resident  physician,  and  on  a  consultation  basis 
with  the  physicians  from  the  State  TB  hospitals.  The  departments 
of  Correction  and  Mental  Hygiene  do  not  budget  for  TB  care  as 
such,  but  rather  for  correction  or  mental  treatment,  as  the  case 
may  be.  The  number  of  TB  beds  fluctuates  with  the  incidence  of 
disease. 

Veterans'  Administration  Hospital — Baltimore  (Loch  Raven) 
has  291  beds,  of  which  about  50%  are  filled  by  Maryland  residents. 
This  is  entirely  federally  financed. 

In  addition  to  the  government-operated  facilities,  there  are 
two  other  TB  units  in  the  State  of  Maryland. 

The  first  is  Mt.  Pleasant,  a  section  of  the  Jewish  Medical 
Center,  supported  largely  by  the  Associated  Jewish  Charities.  Mt. 
Pleasant  only  a  few  years  ago  had  60  active  beds,  but  has  only  10 
at  present.  The  State  provided  funds  for  care  of  patients  in  Mt. 
Pleasant.  This  payment  developed  as  a  result  of  the  Jewish  dietary 
laws.  It  seemed  more  feasible  to  pay  for  the  care  in  an  institution 
set  up  to  operate  under  the  dietary  laws  than  for  the  State  to  try 
to  do  the  job.  Payment  was  made  under  the  Inpatient  program  on 
the  following  basis:  "the  lesser  of  (a)  the  average  cost  in  State- 
owned  tuberculosis  hospitals,  or   (b)    80%   of  approved  cost  per 
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patient  day."  (Source:  The  Maryland  State  Budget,  1959.)  If, 
however,  the  patient  is  referred  directly  by  Baltimore  City  (and 
not  via  the  State  Health  Department,  only  $7.69  is  provided.  (The 
State  payment  under  the  1959  budget  was  $9.43 — which  was  the 
State  hospital  average.)  The  city  amount  was  based  on  the  old 
State  payment,  and  was  never  adjusted  upward. 

Since  the  State  payments  to  Mt.  Pleasant  are  under  the  In- 
patient program,  patient  contributions  to  the  cost  of  care  are  made 
whenever  the  patient  is  able  to  make  them.  In  1959  Mt.  Pleasant 
collected  $1,112.80,  half  of  that  amount  reverting  to  the  State. 

The  State  payments  to  Mt.  Pleasant  terminated  with  the  start 
of  the  1960  budget.  Baltimore  City  has  followed  suit. 

The  second  nongovernmental  facility  is  Eudowood.  Eudowood 
took  over  the  children  from  the  State  hospitals  some  years  ago,  and 
in  return  turned  over  to  the  State  all  adult  patients.  Eudowood,  a 
nonprofit  organization,  has  had  a  fairly  even  average  daily  census 
during  the  past  few  years,  hovering  between  54  and  58.  The  State 
provides  payments  for  Eudowood  patients  under  the  Inpatient  pro- 
gram, on  the  same  basis  as  payment  to  Mt.  Pleasant.  In  1959  the 
payment  was  $9.35  (80%  of  the  approved  cost  per  patient  day). 
No  collections  were  made  during  the  year  from  the  patients  or 
their  families.  As  an  alternative  to  the  State  payment  to  Eudo- 
wood, payment  is  made  by  the  city,  under  the  same  circumstances 
as  payments  by  the  city  to  Mt.  Pleasant — i.e.,  where  the  city  refers 
the  patient  directly  for  hospital  treatment.  The  State's  payments 
will  terminate  in  a  few  years  with  the  closing  of  the  institution. 
At  that  time  all  patients  and  most  of  the  endowment  income  will 
be  turned  over  to  the  new  children's  unit  at  The  Johns  Hopkins 
Hospital. 

Recommendations 

1.  All  TB  care  in  Maryland,  which  is  provided  on  a  governmental 
basis,  should  be  financed  on  a  uniform  basis.  Government 
should  be  100%  responsible  for  the  financing  of  this  care,  not 
only  in  State  TB  hospitals  but  also  in  Baltimore  City  Hospitals. 
Tuberculosis  is  a  communicable  disease,  and  hence  a  public 
responsibility.  To  ask  Baltimore  City  residents  to  support  TB 
care  at  City  Hospitals  and  also  their  share  of  the  State  TB 
hospitals  is  not  equitable,  particularly  since  City  Hospitals 
could,  if  it  so  desired,  close  its  TB  wing,  and  the  State  would 
be  forced  to  undertake  the  care  of  the  patients. 
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2.  Central  administration  of  the  State's  TB  hospitals  should  be 
maintained,  but  patient  care  financed  under  the  Case  formula. 
Similar  financing  should  apply  to  tuberculosis  care  in  Balti- 
more City  Hospitals. 

3.  Since  a  steady  decline  in  the  number  of  TB  cases  is  anticipated, 
a  joint  plan  for  reduction  in  tuberculosis  bed  capacity  should 
be  drafted  by  the  City  and  State  so  that  optimal  utilization  of 
existing  facilities  can  be  effected. 

4.  Case  finding  and  follow-up  care  are  presently  conducted  on  the 
local  level,  and  financed  under  the  Case  formula.  These  are 
properly  responsibilities  of  the  local  subdivision  and  should  be 
continued. 

5.  Plans  should  be  made  to : 

a.  phase  out  existing  excess  TB  facilities ; 

b.  find  the  most  suitable  and  economic  use  of  these  excess 
facilities ; 

c.  transfer  treatment  of  hospitalized  TB  patients  to  medical 
centers,  as  part  of  and  in  conjunction  with  general  hos- 
pitals. 
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Table  14 

STATE  TUBERCULOSIS  HOSPITALIZATION 

FISCAL  1959 


Subdivision  1959 

Baltimore  City $1,442,914 

AUegany 54,321 

Anne  Arundel 212,548 

Baltimore 296,406 

Calvert 18,011 

Caroline 56,940 

Carroll 73,083 

Cecil 48,745 

Charles 51,731 

Dorchester 68,150 

Frederick 86,953 

Garrett 10,222 

Harford 92,805 

Howard 44,574 

Kent 23,923 

Montgomery 161,964 

Prince  George's 253,997 

Queen  Anne's 33,373 

St.  Mary's 35,034 

Somerset 36,586 

Talbot 51,266 

Washington 108,157 

Wicomico 89,987 

Worcester 63,050 

TOTAL $3,414,740 

LOCAL  TUBERCULOSIS  HOSPITALIZATION 
CALENDAR  1959 

Baltimore  City: 

Baltimore  City  Hospitals $1,090,000 

(Note:     Patient  days  and  average  length  of  stay  are  not  shown;  need  for  this  type 

of  information  about  tuberculosis  hospitalization  is  not  relevant,  due  to  the 
nature  and  treatment  of  the  disease.) 
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Laboratory  Services 

The  State  Health  Department's  Bureau  of  Laboratories  con- 
ducts an  extensive  program  of  service  through  its  central  labora- 
tory in  Baltimore  City,  and  in  branch  laboratories  at  Annapolis, 
Cambridge,  Cheverly,  Cumberland,  Easton,  Elkton,  Frederick, 
Hagerstown,  Rockville,  and  Salisbury. 

Founded  in  1898,  the  laboratory  system  has  grown  through 
the  years  to  the  point  v^^here  it  now  performs  some  of  the  most 
intricate  tests  in  the  State.  Its  budget  comes  to  over  $600,000. 
Table  15  breaks  down  the  1959  cost  figures  by  subdivision.  Service 
is  provided  to  practicing  physicians,  hospitals,  and  local  health 
departments.  Diagnostic  tests  are  performed,  as  are  chemical  and 
bacteriological  tests  for  the  programs  in  preventive  medicine  and 
environmental  hygiene.  A  very  important  function  is  its  program  of 
checking  on  the  performance  of  non-governmental  laboratories 
outside  of  Baltimore  City. 

The  laboratory  system  is  centrally  administered.  The  branch 
laboratories  function  in  regional  areas  under  the  supervision  of 
the  Bureau  Chief.  Qualitatively,  there  is  need  for  headquarters 
control;  quantitatively,  the  need  for  direct  access  to  the  locality 
served  is  important.  Nearly  all  work  performed  is  in  the  form  of 
service  to  the  various  communities.  In  essence,  a  highly  specialized 
system  of  laboratories  is  doing  work  for,  and  in  the  interest  of, 
these  communities. 

The  subcommittee,  therefore,  recommends  that  the  laboratory 
services  be  financed  by  a  Case-type  formula,  providing  the  labora- 
tories are  maintained  as  presently  administered — i.e.,  under  the 
control  and  supervision  of  the  State  Board  of  Health.  The  labora- 
tories run  by  the  Baltimore  City  Health  Department  should  con- 
tinue to  be  included  under  this  formula. 
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Table  15 
LABORATORY  OPERATION 


Subdivision 


1959 


Baltimore  City $  59,543 

Baltimore  City  Lab.  (Budget-1959  calendar  year)  194,468 

Allegany 39,737 

Anne  Arundel 51,249 

Baltimore 116,673 

Calvert 5,075 

Caroline 6,809 

Carroll 12,627 

Cecil 14,483 

Charles 4,333 

Dorchester 20,982 

Frederick 26,677 

Garrett 9,779 

Harford 21,601 

Howard 5,137 

Kent 7,861 

Montgomery 57,563 

Prince  George's 31,505 

Queen  Anne's 5,880 

St.  Mary's 6,561 

Somerset 10,398 

Talbot 12,131 

Washington 27,110 

Wicomico 46,112 

Worcester 9,284 

TOTAL $803,578 
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Nursing  Services 
Nursing  Homes 

The  subcommittee  has  noted  the  difficulty  encountered  in  the 
transfer  of  patients,  as  medically  indicated,  to  nursing  homes. 
Whether  this  difficulty  stems  from  low  payments,  an  insufficient 
number  of  beds,  or  sociological  reasons,  the  fact  remains  that  pa- 
tients are  not  getting  placed.  The  subcommittee  is  also  impressed 
with  the  fact  that  many  nursing  homes  are  marginal — ^their  facil- 
ities and /or  their  services  leave  much  to  be  desired.  Their  licenses 
are  renewed  by  the  State  Department  of  Health  only  because  there 
is  not  a  sufficient  supply  of  adequate  homes  willing  to  accept  pa- 
tients at  the  welfare  rate  of  payment.  This  should  not,  however, 
be  considered  an  indictment  of  the  entire  nursing  home  group,  for 
there  are  a  large  number  of  homes  rendering  excellent  care  in  ade- 
quate facilities. 

The  subcommittee  recommends  that  State-aided  patients,  un- 
der the  Inpatient,  Chronic  Disease,  or  Medical  Care  programs,  who 
require  skilled  nursing  home  care  for  medical  reasons,  should  re- 
ceive this  care  with  the  nursing  home  reimbursed  by  the  health 
department  at  current  cost,  just  as  a  general  hospital  would  be  re- 
imbursed at  current  cost.  It  would  be  reasonable  to  require,  how- 
ever, that  the  nursing  homes,  in  order  to  secure  reimbursement, 
follow  standard  accounting  procedures  and  regulations  as  estab- 
lished by  the  State  Department  of  Health.  The  cost  for  nursing 
home  care,  moreover,  should  be  financed  under  the  same  formula 
which  finances  the  cost  of  care  under  the  other  medical  programs. 
In  fact,  to  do  this  would  be  essential  if  Maryland  is  to  have  a  truly 
patient-centered  system  for  coordinated  case  management.  Appli- 
cation of  the  formula,  however,  should  be  done  in  such  a  way  as  to 
assure  the  utilization  of  all  available  funds  under  the  public  assist- 
ance programs.  It  should  be  noted  that  the  concept  of  health  de- 
partment payment  for  skilled  nursing  home  care  departs  from 
previous  practice.  This  departure,  however,  seems  essential  since 
the  nursing  service  is  medically  indicated.  As  such,  the  reimburse- 
ment should  not  be  on  the  bare  subsistence  requirement  set  by  wel- 
fare, but  rather  at  a  rate  adequate  to  assure  whatever  skilled  nurs- 
ing care  is  medically  required. 

It  should  be  emphasized  that  the  nursing  home  patient,  whose 
care  should  be  purchased  at  cost,  requires  skilled  nursing  care 
under  the  supervision  of  a  physician.   In  the  same  nursing  home 
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there  may  well  be  boarders  living  there  for  convenience,  receiving 
no,  or  incidental,  nursing  service.* 

We  recommend  that  provision  for  skilled  nursing  home  care 
under  the  formula  be  extended  only  so  long  as  the  patient  medically 
requires  such  care.  This  should  be  determined  by  the  attending 
physician.  When  skilled  nursing  home  care  is  no  longer  medically 
indicated,  the  patient  should  either  be  taken  off  State  aid  under  the 
formula,  or,  if  eligible  under  the  public  assistance  program,  receive 
aid  from  the  welfare  grant.  In  the  event  of  the  latter,  nursing 
home  or  boarding  care  reimbursement  would  be  the  rate  established 
by  the  welfare  department.  Just  because  the  patient  occupies  a 
nursing  home  bed,  therefore,  does  not  mean  that  the  State  should 
reimburse  the  home  at  cost  under  the  formula. 

Nursing  Home  Construction 

The  subcommittee  believes  that  it  is  necessary  to  develop  an 
increased  supply  of  nursing  home  beds  in  homes  which  are  able  to 
render  the  most  intensive  type  care.  This  suggests  that  a  fresh 
approach  is  required  to  the  question  of  State  grants  for  nursing 
home  construction.  Our  recommendation  in  this  regard  is  not  new, 
for  it  was,  in  part,  implicit  in  the  1959  nursing  home  construction 
plan,  though  it  was  not  emphasized. 

We  recommend  that  nursing  homes  be  developed  as  a  part, 
or  as  affiliates,  of  general  hospitals.  This  development  would  have 
a  number  of  advantages — 

1.  As  a  part,  or  as  an  affiliate,  of  a  general  hospital,  there 
would  be  greater  assurance  of  high  level  medical  care 
and  nursing  standards  within  the  nursing  home.  This 
would  increase  the  availability  of  beds  for  the  most 
difficult  cases — ^the  ones  which  are  hardest  to  place. 

2.  The  nursing  home  would  become  a  primary  resource 
to  the  general  hospital  for  the  discharge  of  its  patients, 
particularly  those  who  are  on  State  aid.  This  may  be 
an  effective  way  not  only  of  reducing  the  delay  in 
transfer  to  nursing  homes,  but  also,  and  more  import- 
ant, of  reducing  the  length  of  stay  of  the  State-aided 
patient  in  the  general  hospitals — stays  which  are  al- 

*  Not  all  nursing  homes  are  staffed  to  render  skilled  nursing  care.  Many 
are  primarily  organized  to  meet  boarding  needs,  and  provide  only  incidental 
nursing  service.  The  distinction  between  this  type  of  nursing  home,  and  the 
type  referred  to  above  (which  provides  skilled  nursing  service  under  the 
supervision  of  a  physician)  is  not  always  made.  As  a  result  there  is  a 
tendency  to  confuse  what  the  State's  needs  really  are. 

105 


ready  appreciably  longer  than  those  of  the  average 
patient. 

3.  This  would  increase  the  supply  of  beds  in  the  com- 
munity for  the  needs  of  all  its  people. 

4.  The  ancillary  services  of  the  general  hospital  would  be 
more  readily  available  to  the  nursing  home.  This  may 
in  some  cases  obviate  the  need  for  general  or  chronic 
hospital  care. 

While  it  would  be  desirable,  we  do  not  believe  that  these  nurs- 
ing homes  need  be  on  the  same  grounds  as  the  general  hospitals  of 
which  they  are  a  part  or  an  affiliate.  If  affiliates,  the  general  hos- 
pitals would  be  responsible  for  setting  and  overseeing  nursing  and 
medical  care  standards.  (These  standards  would  not,  however,  be 
in  lieu  of  any  standards  set  by  the  State  Board  of  Health.)  The 
attending  professional  staff  at  the  nursing  home  would  be  the  same 
as  at  the  general  hospital.  Full  time  coverage  at  the  home  by  a 
hospital  resident  might  be  advisable. 

This  approach  to  nursing  home  organization  is  essentially 
progressive  patient  care  between  institutions.  It  has  been  employ- 
ed in  only  a  few  instances  in  Maryland,  and  it  has  been  eminently 
successful  in  all  respects.  To  encourage  the  further  development  of 
this  approach,  we  recommend  that  the  1959  nursing  home  construc- 
tion act  proposal  be  resubmitted  and  clearly  state  that  priority  for 
nursing  home  grants  will  be  given  to  the  development  of  nonprofit 
or  public  nursing  homes  which  are  a  part,  or  affiliates,  of  general 
hospitals.  The  proposal  should  also  state  that  the  funds  should  be 
available  only  for  those  nursing  homes  (including  independent, 
unaffiliated  homes)  which  fall  within  our  definition — i.e.,  primarily 
providing  medically  required  skilled  nursing  home  care.  The  in- 
cidental provision  of  nursing  care,  albeit  medically  indicated, 
should  not  be  justification  for  eligibility  under  the  terms  of  the 
construction  act. 

We  further  recommend  that  the  extent  of  State-Federal  par- 
ticipation toward  the  cost  of  the  nursing  home  construction  be 
limited  to  the  State's  percentage  of  contribution  for  the  support  of 
health  services  under  the  formula.  If  the  State,  therefore,  is  pay- 
ing 60  %  of  the  cost  of  health  services  under  the  formula,  then  the 
State-Federal  participation  under  the  nursing  home  construction 
act  should  be  limited  in  that  political  subdivision  to  a  maximum  of 
60%.  Federal  funds  should  be  employed  to  the  maximum  and, 
where  indicated.  State  funds  supplement  to  the  required  percent- 
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age.  However,  the  availability  of  this  State  aid  should  not  pre- 
clude grants  solely  of  Federal  funds  for  nursing  home  construction 
by  non-profit,  unaffiliated  institutions. 

Home  Nursing  Care 

The  subcommittee  has  also  noted  difficulty  encountered  in  the 
transfer  of  patients,  as  medically  indicated,  to  their  own  homes. 
This  has  often  been  due  to  the  absence  in  Maryland  of  comprehen- 
sive organized  home  care  programs.*  Some  services  are  available. 
The  extent  of  these  services,  however,  is  limited.  Where  such  serv- 
ices exist,  they  are  not  being  used  to  their  fullest  extent.  As  the 
first  step  in  the  development  of  organized  home  care  programs,  the 
subcommittee  believes  that  home  nursing  care  should  receive  top 
priority.  The  subcommittee  recognizes  that  the  development  of 
such  service  on  a  voluntary  basis  may  prove  difficult  in  some  in- 
stances, particularly  in  the  non-metropolitan  areas.  In  the  absence 
of  non-governmental  groups  providing  this  care  to  the  entire  com- 
munity, therefore,  the  service  should  be  provided  through  local 
health  services.  In  either  case,  nursing  services  and  other  com- 
ponents of  organized  home  care  programs  should  be  financed  under 
the  Case  formula.  These  services  should  not  be  available  just  to  the 
indigent  or  medical  indigent,  but  to  the  entire  community.  Full  and 
partial  payment  by  the  patient  should,  therefore,  be  considered  as 
an  integral  part  in  the  support  of  this  activity.  In  this  regard  we 
endorse  the  State  Board  of  Health's  1958  justification  for  including 
home  nursing  care  in  the  programs  of  local  health  departments 
(Exhibit  IV). 

The  role  of  visiting  nurse  care  programs  in  reducing  the 
length  of  hospital  stay  was  dramatically  demonstrated  by  the  New 
York  City  Blue  Cross  plan.  On  a  pilot  basis,  coverage  was  pro- 
vided in  4  hospitals  for  home  nursing  care.  The  physicians  who 
discharged  the  500  studied  patients,  estimated  that  hospital  stays 
were  shortened  by  a  total  of  7,948  days.  This  means,  according  to 
the  New  York  Blue  Cross,  that  more  than  700  patients  could  have 
been  hospitalized  for  an  average  of  11  days  in  beds  not  needed  by 
the  500  discharged  patients.  Put  another  way,  assuming  an  80% 
occupancy  rate,  26  beds  were  made  available  by  the  use  of  visiting 
nurse  services  in  relation  to  the  discharge  of  just  500  patients.** 

*  Organized  home  care  is  defined  as  a  program  which  is  part  of  a  total 
medical  care  program  and  provides  a  range  of  services  for  selected  patients, 
coordinated  and  arranged  by  a  medically  directed  agency. 

**  From  Report  of  a  Study  Concerning  the  Feasibility  of  Providing  Visiting 
Nurse  Service  following  Hospitalization  for  Blue  Cross  Subscribers;  Associ- 
ated Hospital  Service  of  New  York,  Hospital-Sponsored  Blue  Cross,  New 
York. 
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EXHIBIT  IV 

Justification  For  Including  Home  Nursing  Care  of  the 
Sick  in  the  Programs  of  County  Health  Departments 
on  a  Full  and  Partial  Payment  and  No  Fee  Basis 

The  public  health  nursing  services  of  local  health  department 
programs  have  always  provided  some  nursing  care  of  the  sick  al- 
though usually  in  emergency  situations. 

The  balance  between  preventive  and  curative  services  in  a 
public  health  program  is  a  continually  changing  one  as  new  sci- 
entific knowledge  becames  available  and  necessitates  adaptations 
in  nursing  programs  as  well  as  in  medical  practice. 

As  a  result  of  such  knowledge  we  have  come  to  view  health 
and  illness  as  a  continuum  rather  than  illness  as  an  isolated  event 
in  the  experience  of  the  patient  and  the  family,  and  to  believe  that 
the  responsibilities  of  local  health  departments  for  provision  of 
more  adequate  services  for  the  sick  on  an  organized  basis  need  to 
be  considered  as  a  means  to  achieving  the  ultimate  purpose  of  pre- 
venting illness  through  promoting  health.  The  traditional  cate- 
gorization of  nursing  services  into  those  designed  to  promote  health 
and  those  which  have  to  do  with  sickness  is  no  longer  tenable. 

Advances  in  medical  care  have  made  it  possible  for  more 
patients  to  be  treated  on  an  out-patient  basis  and  for  hospital  stay 
to  be  shortened.  With  the  development  of  rehabilitation  techniques 
many  patients  who  in  the  past  have  been  thought  to  be  chronically 
ill  and  permanently  disabled  can  now  be  restored  to  partial  or  full 
activity,  provided  that  the  benefits  of  expert  medical  and  nursing 
services  are  made  available  to  them.  An  unknown  number  of  other 
patients  for  whom  recovery  is  not  anticipated  can  be  maintained 
in  their  homes  with  nursing  and  other  services.  The  increasing 
health  and  illness  problems  of  an  aging  population  require  services- 
directed  simultaneously  toward  prevention,  treatment  and  reha- 
bilitation. 

Communities  in  general  have  few  resources  available  to  close 
the  gap  between  the  acute  phases  of  illness  and  complete  recovery 
or  to  care  for  those  for  whom  recovery  is  not  expected  except 
through  institutional  placement.  Notable  exceptions  to  this  have 
been  the  services  for  continued  care  of  premature  infants  and 
tuberculosis  patients  and  those  recently  provided  in  some  localities 
for  the  mentally  ill. 
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From  a  long  range  point  of  view  it  seems  economical  as  well  as 
humanitarian  to  expedite  recovery  of  the  acutely  ill,  promote  maxi- 
mum rehabilitation  of  patients  for  whom  this  is  possible  and  to 
maintain  others  in  their  homes  whenever  feasible.  It  is  essential 
that  this  be  done  without  relaxation  of  preventive  services.  The 
public  health  nurse  who  gives  a  generalized  family  health  service 
which  includes  all  the  kinds  of  care  needed  by  patients  and  families 
is  in  a  favorable  position  to  observe  faulty  health  habits,  detect 
early  signs  of  illness  and  do  effective  health  teaching. 

In  communities  where  private  health  nursing  agencies  are 
already  in  existence,  various  patterns  of  coordination  of  the  nurs- 
ing service  provided  by  the  health  department  and  by  the  private 
agency  have  been  worked  out.  These  patterns  of  organization  and 
administration  include  some  arrangements  for  payment  for  the 
private  agency's  service  from  public  funds. 

In  Maryland,  private  public  health  nursing  agencies  are  cur- 
rently nonexistent  except  for  the  Baltimore  Instructive  Visiting 
Nurse  Association  and  Washington,  D.  C.  Visiting  Nurse  Service 
which  offer  some  service  in  parts  of  Baltimore,  Montgomery  and 
Prince  George's  Counties.  In  the  other  counties  public  health  nurs- 
ing services  are  available  only  from  the  county  health  department 
staffs. 

The  foundations  for  extending  these  services  to  include  home 
nursing  care  of  the  sick  have  been  laid.  Awareness  of  and  desire  to 
meet  the  need  are  evident  in  the  philosophy  and  beliefs  expressed 
by  county  health  officers  and  public  health  nurses  in  meetings  and 
conferences,  in  the  narrative  reports  written  by  public  health 
nurses  and  in  an  increase  in  the  number  of  nursing  visits  for  care 
of  the  sick  from  6%  to  28%  of  the  total  number  of  visits  over  an 
eight  year  period.  Communities  have  used  and  supported  the  serv- 
ice when  health  departments  have  been  able  to  give  it.  Equipment 
needed  to  give  this  care,  added  to  nursing  bags  in  1948,  has  been 
used  extensively.  Standards  of  practice  have  been  developed  and 
accepted.  These  include  the  Manual  of  Nursing  and  Special  Pro- 
cedures, Emergency  Orders  For  Public  Health  Nurses,  Principles 
Governing  Public  Health  Nursing  In  County  Health  Departments, 
Policies  Governing  Relationships  Between  The  County  Health  De- 
partments And  Private  Physicians  In  Regard  To  Public  Health 
Nursing  Services. 

The  new  statistical  system  for  reporting  of  public  health  nurs- 
ing services  will  provide  information  not  previously  available  for 
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planning  and  evaluating  program  and  determining  the  cost  of  serv- 
ice. These  seem  to  be  indications  of  readiness  to  take  the  next  step 
although  it  is  recognized  that  it  may  not  be  possible  for  every  coun- 
ty to  do  this  immediately  and  that  some  counties  may  need  to  begin 
by  offering  service  in  a  limited  area  or  to  selected  groups  of  people. 
Adequate  consultation  and  advice  will  be  available  from  the  Divi- 
sion of  Public  Health  Nursing. 

It  is  proposed  that  local  health  departments  extend  their  serv- 
ices to  provide  home  nursing  care  in  cooperation  with  private  physi- 
cians, hospitals  and  clinics.  Inasmuch  as  the  need  for  nursing  serv- 
ice in  the  home  is  not  limited  to  any  one  economic  group  it  is  pro- 
posed that  the  extension  of  such  nursing  services  be  planned  on  a 
full  and  partial  fee  basis  as  well  as,  when  necessary,  on  a  non-fee 
basis. 


Maryland  State  Department  of  Health 
Division  of  Public  Health  Nursing 
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CHAPTER  FOUR 

THE  NEED  FOR  A  SINGLE  FORMULA 

Each  of  the  treatment  programs  was  developed  in  answer  to 
a  specific  categorical  need.  Limited  program  objectives,  however, 
have  proved  costly  to  the  State  and  have  contributed  to  an  ineffi- 
cient use  of  medical  services  and  facilities.  This  situation  is  seri- 
ous, but  not  at  the  moment  critical. 

As  the  years  pass,  as  our  population  grows,  as  costs  rise,  and 
as  strides  are  made  in  both  the  prevention  and  treatment  of  illness, 
the  crisis  will  develop.  Delays  at  that  time  will  intensify  even  more 
the  magnitude  of  the  present  problems,  and,  as  with  the  solution 
to  so  many  crises,  the  cost  may  well  be  more  than  that  of  some 
relatively  simple  preventive  measures  taken  at  the  appropriate 
time.  To  this  subcommittee,  use  of  a  single  formula  to  finance  our 
health  programs  is  just  such  a  preventive  measure.  In  addition  to 
alleviating  existing  problems  and  providing  a  framework  for  pa- 
tient-centered care,  a  single  formula  provides  a  blueprint  for  solv- 
ing future  problems. 

The  Present  Situation — A  Recapitulation  of  the  Problem 

Changed  program  objectives  and  deficiencies  in  local  sup- 
portive services  mark  the  problem  today.  As  it  becomes  necessary 
for  patients  to  move  from  one  level  of  care  to  another,  the  present 
programs  are  simply  not  flexible  enough  to  facilitate  this  transfer : 

A.  The  problem  in  the  chronic  disease  hospitals  grew  out  of 
changed  objectives  and  deficiencies  in  the  area  of  nursing  homes 
and  organized  home  care  programs.  The  original  aim  of  these  hos- 
pitals was  reform  of  the  county  almshouses.  Rather  than  permit 
continuance  of  an  orientation  toward  prolonged  and  costly  custodial 
care,  the  State  Department  of  Health  came  to  feel  that  the  proper 
orientation  should  be  that  of  rehabilitation.  This  thinking  culmin- 
ated in  1957  when  the  Legislature  directed  the  hospitals  to  fulfill 
the  broader  rehabilitation  function  proposed  by  the  1940  Alms- 
house Commission.  This  function,  however,  could  only  be  fulfilled 
if  patients  were  transferred  to  other  facilities  and  services  as  medi- 
cally indicated.  Because  of  the  deficiencies  cited,  this  is  exceedingly 
difficult  and  prolonged  hospital  stays  develep. 

B.  Under  the  Inpatient  Program,  the  general  hospitals  are 
also  experiencing  difficulty  in  the  transfer  of  patients.  Not  only  are 
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prolonged  hospital  stays  resulting  from  nursing  home  deficiencies 
and  the  absence  of  organized  home  care  programs,  but  also  from 
difficulty  in  effecting  transfers  to  chronic  disease  hospitals.  These 
latter  transfers  are  impeded  by  delays  in  securing  welfare  certifica- 
tion, and  sometimes  by  the  unavailability  of  the  unnecessarily  filled 
chronic  disease  hospital  beds. 

Another  aspect  of  the  problem  develops  from  changed  Inpa- 
tient Program  objectives.  The  program  grew  out  of  the  State's 
practice  of  providing  a  subsidy  to  hospitals  for  care  of  charity 
cases.  Only  recently  did  the  concept  become  one  of  State  purchase 
of  care.  This  change  resulted  from  the  financial  plight  of  the  gen- 
eral hospitals  caused  by  the  dwindling  proportion  of  endowments 
and  gifts,  increased  costs  of  care,  and  the  increasing  volume  of 
State-aided  patients.  As  the  State  admittedly  began  to  purchase 
care,  pressure  mounted  from  hospitals  and  from  the  State  Insur- 
ance Commissioner  (because  of  the  effect  on  the  Blue  Cross  reim- 
bursement formula)  for  the  State  to  reimburse  at  full  cost.  The 
State  Department  of  Health,  however,  views  such  a  proposal  with 
alarm :  the  Inpatient  Program  is  entirely  State  financed ;  the  aver- 
age length  of  hospital  stay  under  the  Inpatient  Program  is  already 
appreciably  longer  than  for  other  patients,  due  in  part  to  problems 
just  cited ;  the  cost  would  therefore  be  substantial.  It  is  felt  that 
if  reimbursement  is  at  full  cost,  there  would  be  no  incentive  on  the 
part  of  the  hospitals  or  the  community  to  develop  support  services. 
The  State  Department  of  Health,  moreover,  does  not  feel  that  it 
should  run  nursing  homes,  put  social  workers  in  local  hospitals, 
or  develop  other  services  which  seem  to  it  a  proper  local  function. 

Reinforcing  the  Department's  position  is  the  experience  in 
Montgomery  County  where  the  subdivision,  in  almost  all  cases, 
makes  up  the  difference  in  cost  to  its  hospitals  for  indigent  and 
medically  indigent  care.  Having  assumed  a  share  of  the  financial 
responsibility,  the  local  government  (through  its  local  health  de- 
partment) thinks  it  only  proper  to  work  with  the  hospitals  to  facili- 
tate early  discharge  of  patients.  State-aided  patients  in  Mont- 
gomery County  experience  the  shortest  length  of  stay  in  Maryland, 
part  of  which  is  attributed  to  local  case  work  and  to  the  develop- 
ment of  local  support  services. 

Under  the  Inpatient  Program,  therefore,  changed  program  ob- 
jectives, coupled  with  support  service  deficiencies,  have  forced  the 
State  to  pay  for  prolonged  hospital  stays.  This  leads  to  an  ineffi- 
cient use  of  general  hospital  services  and  facilities. 
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C.  The  Crippled  Children's  Services  experience  prolonged  hos- 
pital stays  at  State  expense  because  of  such  things  as  failures  on  the 
local  level  to  arrange  for  transportation  of  the  patients  to  their 
homes  and  to  provide  sufficient  funds  for  follow-up  drug  therapy. 
Prolonged  stays  also  result  from  support  service  deficiencies,  spe- 
cifically, foster  homes  and  organized  home  care  programs.  While  or- 
ganized from  the  outset  on  a  decentralized  basis,  the  central  pur- 
chase of  hospital  care  subjects  the  program  to  some  of  the  same 
problems  being  experienced  by  the  Inpatient  and  Chronic  Disease 
Hospital  programs. 

D.  Many  of  the  problems  resulting  from  program  inflexibility 
revolve  upon  the  inflexibility  of  the  Medical  Care  programs.  These 
are  State  financed  but  locally  administered.  Because  of  the  State's 
financial  role,  and  because  the  subdivisions  generally  do  not  see  the 
needs  of  the  higher  cost  programs  (the  subdivisions  do  not  pay  for 
them  directly),  there  has  been  little  motivation  to  develop  the 
needed  support  services,  unless  they  too  are  State  supported  under 
the  Medical  Care  programs.  Yet,  such  services  would  actually  be 
local  services.  Perhaps  understandably,  the  State  is  reluctant  to 
pay  the  full  cost  of  yet  another  local  service.  There  would  be  little 
local  incentive,  on  the  other  hand,  to  put  support  programs,  such 
as  social  workers  and  organized  home  care,  under  local  health 
services.  Why  spend  local  money  to  help  a  State-financed  program? 
This  dilemma  is  by  no  means  hypothetical.  Just  such  a  controversy 
is  in  progress  between  the  State  Health  Department  and  the  Balti- 
more City  Health  Department  over  the  employment  of  nurses  to 
aid  in  planning  the  discharge  of  patients  from  hospitals. 

The  interrelatedness  of  these  programs,  as  illustrated  by  the 
previous  discussion,  is  apparent.  As  they  have  developed,  and 
their  objectives  modified,  their  need  to  work  smoothly  together 
becomes  economically  desirable  and  essential  for  the  sake  of 
efficient  use  of  services  and  facilities,  and  for  the  best  medical  care. 
The  financial  structure  and  administrative  requirements  of  the 
programs,  however,  prevent  achievement  of  the  necessary  co- 
ordination. 

The  impact  can  in  part  be  visualized  in  both  administrative 
and  economic  terms.  Administratively,  there  is  no  practicable  way 
to  coordinate  information  on  a  given  patient  as  he  moves  from  one 
level  of  care  to  another.  No  one  has  a  concise  history  of  the  pa- 
tient's medical  problems,  treatment,  family  needs  and  resources, 
etc.  There  is  no  focal  point  for  coordination  of  the  case.  Economi- 
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cally,  prolonged  stays  in  chronic  disease  hospitals  during  the  1959 
fiscal  year  cost  the  taxpayers  at  least  $281,265  (see  Exhibit  II  and 
Table  2).  Prolonged  general  hospital  stays  under  the  Inpatient 
Program  at  80%  reimbursement  will  cost  during  the  current  year 
an  estimated  $227,947  (see  Table  8)  ;  the  costs  of  such  stays  under 
Crippled  Children's  Services  are  not  known. 

Were  the  medically  indicated  transfer  of  patients  possible, 
however,  not  all  of  these  sums  could  be  saved,  for  the  cost  of 
lesser  facilities  would  then  enter  the  picture.  In  addition,  it  would 
not  be  feasible  for  all  patients  to  be  transferred  at  the  moment 
when  ready.  Aside  from  a  more  efficient  use  of  medical  facilities 
and  personnel,  these  figures  do  suggest,  however,  that  there  would 
be  an  area  for  sizable  savings  were  suitable  support  services  avail- 
able. Any  resultant  economies  would  accrue  to  the  governmental 
unit,  or  units,  which  finance  these  programs. 

The  cost  resulting  from  inefficiencies  is  today  comparatively  in- 
significant compared  to  the  cost  which  will  result  as  our  population 
and  economy  grow,  and  as  medical  needs  change  over  the  years. 
We  have  today  a  system  with  inefficiencies  built  into  it  because  of 
the  categorical  program  approach,  and  changed  program  objectives 
and  needs. 

The  need  in  the  future  is  for  a  flexible  structure  which  will 
facilitate  change  according  to  medical  needs.  When  it  becomes  ad- 
visable to  develop  a  new  type  service,  we  should  not  waste  time, 
as  at  present,  arguing  about  who  is  going  to  pay  for  it.  The  ques- 
tion should  be,  is  it  a  needed  service?  If  the  answer  to  this  is  in  the 
affirmative  then  steps  should  be  taken  immediately  to  implement 
this  service,  at  least  with  the  adoption  of  the  next  budget.  To  avoid 
the  haggling  over  finances  which  can  so  easily  retard  the  develop- 
ment and  adaptation  of  programs,  a  single  formula  seems  most  in 
order.  To  tackle  the  problem  when  it  becomes  critical  simply  begs 
repetition  of  the  historical  pattern  of  costly  solutions  to  problems 
which  could  easily  have  been  prevented.  All  too  often  the  costly 
solutions  are  more  expensive,  including  more  elaborate  buildings 
to  care  for  patients  who  should  not  be  there  but  who,  because  of 
prolonged  institutional  living,  have  become  social  cripples  and  in 
desperate  need  of  such  care.  And  so  the  spiral  will  continue ! 

The  Formula — and  its  Implications 

The  facts  point  toward  the  need  for  an  immediate  reorganiza- 
tion of  the  treatment  programs.  The  subcommittee  finds  substance 
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to  the  suggestion  that  financing  these  programs  under  a  single 
formula  with  local  health  services  would  be  a  major  step  toward 
achieving  economies,  and  facilitating  the  transfer  of  patients  from 
program  to  program  as  medically  indicated.  More  important,  how- 
ever, is  the  belief  that  this  would  provide  Maryland  with  the  neces- 
sary flexibility  in  medical  programming  to  adjust  easily  to  the 
needs  of  the  future.  The  subcommittee,  therefore,  recommends 
that  a  single  formula  be  applied  to  all  preventive  and  treatment 
programs,  providing  that : 

1.  A  redistribution  of  the  State's  revenue  or  revenue  sources 
be  made  to  facilitate  the  assumption  of  financial  responsi- 
bility by  the  political  subdivisions. 

2.  Program  standards  be  established,  with  the  assistance  of 
appropriate  advisory  councils,  and  made  regulation  by  the 
State  Board  of  Health. 

3.  Participation  by  all  subdivisions  be  required  in  all  current 
programs. 

4.  Non-profit  and  public  hospitals,  and  nursing  homes,  be 
reimbursed  at  full  current  cost. 

5.  Budget  transfers  between  programs  be  permitted. 

6.  Collections  from  patients  be  fully  distributed  between  the 
State  and  each  subdivision,  with  the  latter  sharing  in  the 
collections  from  its  residents  in  the  same  proportion  as  it 
supports  the  health  services  under  the  formula. 

The  subcommittee  recognizes  that  a  financial  reorganization 
in  itself  will  not  accomplish  the  desired  goal.  There  must  be  agree- 
ment on  where  the  focal  point  for  coordinated  case  management 
should  rest.  We  believe  that  the  community  should  be  the  focal 
point  for  patient  care.  In  this  way  the  needs  and  resources  of  the 
patient,  his  family  and  the  community  can  be  considered  in  an 
integrated  fashion,  just  as  they  are  for  all  private  patients. 

We,  therefore,  recommend  that  the  following  be  understood 
and  accepted  as  constituting  local  responsibility  for  coordinated 
case  management: 

1.  The  local  health  officer  should  be  the  focal  point  for  the 
patient's  case  history — not  a  detailed  history,  but  a  sum- 
mary. He  should  be  the  focal  point  for  coordination. 

2.  The  local  health  officer  should  be  responsible  for  encourag- 
ing the  development  and  perhaps  even  the  management  of 
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medical  support  services  to  meet  local  and  hospital  needs. 
This  means,  in  part,  that  the  local  health  department  should 
be  responsible  for  proper  discharge  planning  with  the  pa- 
tient, family,  and  institution.  This  means  that  the  local 
health  department  should  have  the  responsibility  to  main- 
tain contact  with  each  of  these. 

3.  The  clinic  consultant  or  attending  physician  (clinic  or  pri- 
vate) should  be  the  one  to  authorize  higher  treatment,  sub- 
ject to  the  judgment  of  the  higher  authority.  This  means 
that  the  local  health  officer  should  have  no  veto  over  the 
clinical  judgment  of  the  clinic  consultant  or  attending 
physician.  The  clinician's  authorization  for  higher  care 
should  not  be  vetoed  excerpt  by  the  group  which  is  to  render 
that  higher  care.  Thus,  a  local  physician  can  recommend 
chronic  hospital  care,  general  hospital  care,  or  care  in  one 
of  the  university  centers.  This  recommendation  cannot  be 
countermanded  at  the  local  level.  This  recommended  care 
can  only  be  denied  by  the  chronic  hospital,  the  general  hos- 
pital, or  the  university  center,  for  reasons  which  it  alone 
would  have  to  justify. 

We  believe  that  many  more  decisions,  including  policy  deci- 
sions, can  be  made  at  the  local  level.  Determination  as  to  what 
decisions  should  be  made  locally  ought  to  be  made  by  the  State 
Board  of  Health.  On  presentation  of  an  approved  annual  plan  and 
budget  to  the  Board,  decision-making  power  can  be  delegated,  at 
the  Board's  discretion,  to  the  subdivision.  Where  delegation  takes 
place,  the  Board  should  have  continuing  supervision  of  the  sub- 
division's performance,  with  the  right  to  withdraw  to  itself  the 
previously  delegated  power  to  make  decisions.  If  the  Board  finds 
that  a  subdivision  does  not  meet  the  delegated  responsibility  prop- 
erly, the  Board  can  seek  to  correct  the  deficiency  or  relieve  the 
subdivision  of  this  power  and  responsibility,  keeping  the  subdivi7 
sion  on  the  same  financial  structure  as  if  the  subdivision  retained 
these  powers. 

The  principle  areas  in  which  a  subdivision  might  well  be  dele- 
gated decision-making  power  and  responsibility  are : 

1.  Extent  of  services — what  should  be  provided  beyond  the 
minimum  program? 

2.  Who  should  operate  services — should  it  be  done  by  the 
county,  private  practitioners,  or  others? 
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3.  Arrangements  for  providing  payment  for  care — how  will 
fees  be  paid,  how  much  will  be  paid,  and  for  what  services 
beyond  the  minimum  program? 

4.  Standards  of  eligibility  in  excess  of  the  minimum  program 
— who  should  get  these  services  ? 

5.  Services  in  excess  of  the  minimum  program — what  is  the 
desired  program  for  a  community? 

Upon  delegation  to  the  local  units,  the  State  Board  of  Health 
should  be  responsible  for  the  provision  of  any  required  consulta- 
tive services,  training  resources,  and  the  maintenance  of  effective 
communications  between  the  State  and  local  levels  of  government. 

The  local  board  of  health,  with  the  assistance  of  the  local 
health  officer,  should  be  responsible  for  constantly  assessing  the 
status  of  health  within  that  political  subdivision.  In  discharging 
this  responsibility,  critical  data  should  be  gathered  from  all  sources 
— private  practitioners  as  well  as  from  public  and  community  serv- 
ice agencies.  This  is,  of  course,  the  implied  present  responsibility 
of  the  local  boards  of  health.  The  subcommittee  feels  it  should  be 
their  expressed  responsibility.  By  this  process  the  emerging  health 
problems  could  be  anticipated,  and  appropriate  preventive  meas- 
ures taken  to  obviate  the  need  for  costly  hospitalization.  Thus, 
with  the  assumption  of  responsibility  for  treatment  programs,  it 
would  become  necessary  for  the  local  boards  to  provide,  or  arrange 
for,  any  necessary  preventive  and  treatment  services  and  facilities. 
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CHAPTER  FIVE 

MENTAL  HYGIENE 

The  subcommittee  was  asked  by  the  Governor  to  consider  in 
its  deliberations  the  possible  inclusion  of  the  Mental  Hygiene  pro- 
grams under  any  recommended  formula. 

Our  inquiry  in  this  regard  was  confined  to  that  simple  ques- 
tion. We  did  not  feel  it  necessary  or  advisable  to  make  an  exhaus- 
tive analysis  of  the  Mental  Hygiene  programs  because  they  have 
been,  and  still  are,  the  subject  of  study  by  other  competent  groups. 
Another  subcommittee  of  the  Committee  on  Medical  Care,  for 
example,  recently  completed  a  report  on  the  needs  of  mentally  re- 
tarded children.  A  committee  of  the  Council  of  Social  Agencies 
is  completing  a  comprehensive  study  of  commitment  proceedings. 
There  are,  in  addition,  such  able  groups  as  the  Mental  Hygiene 
Board  of  Review  and  the  Joint  Legislative  Committee  to  Study  the 
Mental  Hospitals  in  Maryland,  each  of  which  renders  an  annual 
report.  No  useful  purpose  could  be  served  by  any  attempt  of  ours, 
therefore,  to  duplicate  their  efforts. 

The  question  of  financing  Mental  Hygiene  care  is,  however, 
quite  germane  to  this  subcommittee.  The  most  suitable  system  of 
financing  is  readily  apparent  after  one  has  grasped  the  reasons 
why  a  single  financial  formula  should  apply  to  the  other  preventive 
and  treatment  programs,  for  the  very  same  characteristics  are 
found  in  Mental  Hygiene. 

Mental  illness  is  a  medical  problem  which  requires  not  only 
institutions  but  also  a  vast  array  of  local  support  facilities  and 
services.  Modern  psychiatric  concepts  depart  sharply  from  the 
19th  century  segregation  of  the  mentally  ill.  The  mental  hospital 
is  now  viewed  as  but  one  phase  in  the  active  treatment  of  individ- 
uals in  need  of  mental  rehabilitation.  Community  mental  health 
clinics  for  both  preventive  and  follow-up  services  are  now  essential. 
Day  hospitals,  and  emergency  psychiatric  care  in  general  hospitals 
and  by  psychiatric  teams,  are  highly  desirable.  Nursing,  foster, 
and  care  homes  are  also  required.  For  most  patients  the  mental 
hospital  is  a  community  resource  which  can  be  called  upon  from 
time  to  time  for  special  therapy. 

What  exists  in  Maryland  departs  sharply  from  what  we  have 
just  described.  The  institutions  are  properly  oriented  for  the 
prompt  return  of  the  patient  to  the  community.    It  is  extremely 
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difficult,  however,  to  translate  this  orientation  into  practice  since 
the  deficiencies  in  community  support  services  are  widespread. 
The  shortage  of  nursing  home  beds,  which  has  been  described  else- 
where in  this  report,  is  even  more  acute  for  the  mental  patient. 
Day  hospitals  in  Maryland  are  non-existent.  Emergency  psychi- 
atric treatment  in  community  general  hospitals  is  extremely  rare. 
Preventive  mental  health  clinics  are  so  overloaded  that  they  do  not 
come  near  to  meeting  the  need.  Perhaps  the  only  encouraging  as- 
pect of  this  picture  is  the  improved  procedure  for  the  follow-up  on 
discharged  mental  patients  by  local  health  departments. 

As  a  result  of  these  deficiencies,  patients  are  going  to  mental 
hospitals  who  need  not  go,  and  patients  are  staying  beyond  the  time 
that  is  necessary.  An  appreciable  portion  are  becoming  crippled 
socially  because  they  reside  too  long  in  the  sheltered  environment 
of  the  institution;  if  discharged  they  simply  could  not  adjust  to 
normal  living.  The  increased  load  of  geriatric  cases  illustrates  this 
problem,  as  do  the  figures  in  Table  16,  which  show  that  on  one  day 
in  late  1959,  71%  of  the  patients  in  the  4  mental  hospitals  were 
custodial  cases  not  under  active  treatment  but  who  were  routinely 
able  to  leave  their  beds. 

It  might  well  be  said  that  Maryland's  shame  in  1960  is  its  fail- 
ure to  develop  an  integrated,  comprehensive,  flexible,  patient- 
oriented  system  for  psychiatric  care.  Community  support  services 
are  so  limited  that  the  efficacy  of  our  mental  hospitals  is  seriously 
diminished.  One  wonders  if  we  are  not  still  operating  under  the 
time-worn  concept  of  patients  "out  of  sight,  out  of  mind".  Recogni- 
tion of  these  needs,  and  action  upon  them,  can  turn  these  circum- 
stances into  Maryland's  opportunity  for  the  next  decade. 

Each  political  subdivision  pays  $125  per  year  per  patient  in 
the  mental  hospitals.  The  actual  cost  of  care  is  approximately 
$1700.  Under  the  new  central  collection  service,  which  is  working 
well,  the  subdivision  is  reimbursed  up  to  the  $125  for  any  collec- 
tions from  patients  who  can  afford  to  pay  part  or  all  of  the  cost  of 
care.  There  is  little  incentive,  therefore,  for  a  community,  which 
has  shipped  its  mentally  ill  patients  off  to  the  State  hospital,  to  de- 
velop support  services. 

Table  17  shows  the  approximate  total  cost  of  care  for  each 
subdivision's  case  load  in  1959. 

Recommendations : 

1.    The  community  should  be  the  focal  point  for  care  of  the 
mentally  ill. 
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2.  The  Department  of  Mental  Hygiene,  with  the  assistance  of 
appropriate  advisory  groups,  should  establish  program 
standards  for  facilities  and  services  which  are  utilized  by 
the  State  and  its  subdivisions,  except  that  standards  for 
mental  health  clinics  in  local  health  services  should  be  set 
by  the  State  Board  of  Health  after  consultation  with  the 
Department  of  Mental  Hygiene. 

3.  The  Case  formula,  as  modified,  should  be  extended  to  fi- 
nance the  institutions  which  are  administered  by  the  De- 
partment of  Mental  Hygiene,  and  also  to  finance  the  re- 
quired support  services.  This  should  be  done  in  the  same 
manner  as  for  other  health  services,  and  the  costs  there- 
fore be  included  in  the  formula  calculations. 

4.  Full  participation  under  the  formula  in  the  Mental  Hygiene 
programs  should  be  required  of  all  subdivisions  by  law. 

5.  Collections  from  patients  should  be  fully  distributed  be- 
tween the  State  and  each  subdivision  in  line  with  the 
latter's  utilization,  and  according  to  the  percentage  (under 
the  formula)  that  it  supports  the  cost  of  care  for  its 
citizens. 
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Table  16 

REPORTED  STATUS  OF  RESIDENT  PATIENTS 

IN  MARYLAND  MENTAL  HOSPITALS 

December  1959 


Percent-  Crowns-  Eastern  Spring  Spring- 
Status  Total  age  ville  Shore  Grove  field 

Custodial  Bed  Care 231  2.7%  15  33  70  113 

Custodial 

Boarding  Case 6,041  71.7%  1,570  173  1,724  2,574 

Active  Treatment 2,159  25.6%  432  482  798  447 

TOTAL 8,431  100.0%  2,017  688  2,592  3,134 


Active  Treatment — Those  individuals  who  are  currently  receiving  some  type  of 
treatment  in  the  hope  that  this  will  result  in  their  eventual 
discharge. 

Custodial  Bed  Care — Those  individuals  not  under  active  treatment  who  are 
routinely  unable  to  leave  their  beds. 

Custodial  Boarding  CaPvE — Those  individuals  not  under  active  treatment  who 

are  routinely  able  to  leave  their  beds. 
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EXHIBIT  V 

A  HISTORY  OF  THE  DEPARTMENT  OF  MENTAL  HYGIENE 

More  than  4800  acres  of  sprawling  Maryland  countryside ;  436 
buildings  manned  by  over  4100  professional,  technical,  clerical,  and 
maintenance  personnel ;  more  than  $4,340,000  worth  of  equipment ; 
and  an  annual  operating  budget  of  more  than  $20,000,000  con- 
stitute the  aggregate  material  assets  of  the  Department  of  Mental 
Hygiene,  the  State  agency  charged  with  the  responsibility  for  the 
care  and  supervision  of  nearly  11,000  residents  of  Maryland  who 
are  mentally  ill. 

Behind  Maryland's  present  mental  hospital  system  lies  the 
history  of  its  long  and  painful  evolution  as  it  emerged  from  the 
medieval  concept  that  the  insane,  the  pauper  and  the  criminal  were 
better  off  locked  up,  away  from  the  sight  and  sound  of  society  or, 
if  they  were  not  better  off,  as  was  sometimes  secretly  suspected, 
society  most  certainly  was. 

In  the  middle  of  the  eighteenth  century,  the  mentally  ill  and 
deficient  who  required  locking  up  were  kept  in  various  county  alms- 
houses and  workhouses  throughout  the  State.  These  institutions, 
which  were  destined  to  exist  until  the  early  part  of  the  twentieth 
century,  were  poorly  contrived  structures,  crudely  heated  and 
lighted,  where  sanitary  conditions  were  so  unspeakable  as  to  make 
them  truly  houses  of  horror.  Here,  the  young  and  the  old,  the 
"lunatic"  and  the  feebleminded,  along  with  whatever  other  unde- 
sirables happened  to  be  present,  lived  out  their  days  together,  under 
conditions  which  had  prevailed  for  their  kind  since  the  Middle 
Ages. 

Behind  the  stature  of  today's  mental  hospital  system  in  Mary- 
land lies  a  long  history  of  achievement  on  the  part  of  individuals 
through  whose  ideas  and  efforts  countless  significant  milestones 
were  reached  and  passed,  as  Maryland  recognized  its  need  and  ac- 
cepted the  responsibility  for  the  care  of  its  mentally  ill.  Many  of 
these  people  undoubtedly  have  been  forgotten;  fortunately,  the 
names  of  the  more  important  and  the  stories  of  their  achievements 
are  preserved  in  diaries,  minutes  of  meetings,  reports  and  letters, 
some  now  yellowed  and  moldering  with  age.  The  first  significant 
name  in  this  noteworthy  group  is  that  of  Captain  Jeremiah  Yellott. 

In  1794,  Captain  Yellott,  who  saw  the  need  for  a  shelter  for 
the  "sick  and  soul-sick"  mariners  who  were  left  in  Baltimore  Town 
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when  their  ships  sailed  away,  sought  the  assistance  and  support 
of  several  philanthropic  gentlemen  in  seeking  aid  from  the  State 
for  the  establishment  of  a  hospital  for  the  "pauper  sick  and  mari- 
ners, and  for  the  reception  of  such  insane  persons  who  were  con- 
sidered of  a  dangerous  character  and  required  restriction".  As  a 
result  of  their  efforts,  the  General  Assembly  voted  an  expenditure 
of  $8000.  Additional  funds  were  raised  by  subscription.  Subse- 
quently, Maryland's  first  hospital  was  opened  in  1798  on  the  site 
where  The  Johns  Hopkins  Hospital  now  stands.  It  was  a  general 
hospital,  and  the  third  hospital  in  the  United  States  to  accept 
mental  patients.  Known  initially  as  the  Public  Hospital  of  Balti- 
more, it  was  later  renamed  the  Maryland  Hospital. 

Ten  years  later  the  physicians  in  charge,  recognizing  the  need 
for  increased  facilities  as  the  population  of  the  city  rose,  made  a 
proposal  to  the  City  Council,  which  exercised  control  over  the  hos- 
pital although  it  actually  belonged  to  the  State,  to  lease  the  hos- 
pital for  fifteen  years.  This  proposal  was  accepted  and  permission 
was  obtained  to  raise  a  sum  of  money,  not  to  exceed  $40,000,  by 
public  lottery.  The  plan  proved  to  be  highly  successful  and  placed 
the  hospital  in  a  position  to  accept  an  increased  number  of  patients. 

In  1811  and  again  in  1814,  funds  were  twice  more  obtained 
from  the  State  for  expansion,  and  new  buildings  were  erected. 
During  this  period,  the  hospital  also  cared  for  the  wounded  from 
the  memorable  battle  of  North  Point. 

By  this  time  the  Maryland  Hospital  on  Monument  Street  had 
accommodations  for  seventy-five  patients,  a  center  building  for 
administration,  and  two  wings — the  east  wing  for  the  treatment  of 
general  diseases,  and  the  west  wing  for  the  care  of  the  insane.  The 
latter  was  known  as  the  Lunatic  Asylum. 

The  Maryland  Hospital  then  went  through  many  vicissitudes, 
as  the  lease  arrangement  passed  into  other  hands,  and  it  became 
more  of  a  private  enterprise,  with  only  token  support  from  the^ 
General  Assembly.  This  took  the  form  of  sporadic  monetary  assist- 
ance. In  1828,  awakened  by  the  fact  that  the  then-current  lease 
was  due  to  expire  in  six  years  and  by  the  fact  that  the  City  Council 
was  turning  over  to  the  State  any  interest  it  may  have  had  in  the 
hospital,  the  General  Assembly  appointed  a  Board  of  Visitors  which 
was  empowered  to  act  for  the  State  in  all  matters  pertaining  to 
the  hospital. 

From  the  time  of  their  appointment  until  the  date  of  the 
expiration  of  the  lease,  then  held  by  one  Dr.  MacKenzie,  the  Board 
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accomplished  little  but  visits  to  the  institution,  conscientiously  re- 
porting their  findings,  and  making  recommendations  which  were 
never  carried  out. 

When  the  lease  expired  on  January  1,  1834,  the  Maryland  Hos- 
pital became  strictly  a  State  institution.  The  Board  then  moved 
swiftly  to  make  the  corrections  they  saw  as  necessary.  Arrange- 
ments were  made  with  the  Sisters  of  Charity  to  act  as  nurses. 
Permission  was  obtained  from  the  Legislature  for  the  exclusion  of 
all  communicable  diseases.  Five  years  later,  in  1839,  the  Board 
made  the  recommendation,  and  the  General  Assembly  decreed,  that 
the  sole  purpose  of  the  Maryland  Hospital  henceforth  would  be  the 
treatment  and  care  of  the  insane.  Subsequently,  the  services  of  the 
Sisters  of  Charity  were  terminated,  a  matron  was  employed,  and  a 
corps  of  nurses  was  engaged. 

During  the  next  few  years,  the  number  of  insane  rapidly  in- 
creased, the  wards  of  the  Maryland  Hospital  began  to  show  signs 
of  over-crowding,  and  it  became  difficult  to  arrange  for  the  admis- 
sion of  new  cases.  Although  the  facilities  of  the  Maryland  Hos- 
pital had  then  been  utilized  well  beyond  the  saturation  point,  it 
must  be  said  that  for  the  first  half -century  after  its  inception,  the 
insane  patients  confined  to  the  Maryland  Hospital  were  probably 
the  most  fortunate  of  the  State's  mentally  ill.  During  this  period, 
an  untold  number  of  the  less  fortunate  insane  had  languished  in  the 
county  almshouses,  the  Baltimore  City  almshouse,  and  the  Peni- 
tentiary. 

During  the  session  of  1848,  the  General  Assembly  requested 
Governor  Thomas  to  have  an  estimate  formulated  of  the  additional 
construction  needed  to  alleviate  the  overcrowding  and  to  provide 
accommodations  for  123  insane  in  the  Baltimore  City  almshouse, 
for  eight  in  the  Penitentiary,  and  for  the  insane  poor  of  the 
counties. 

Governor  Thomas  reported  in  1849  that,  despite  the  urgency 
of  the  current  need  and  the  obligation  of  society  to  provide  for  the 
mentally  ill,  enlargement  at  the  present  site  appeared  unwise.  He 
recommended  that  sufficient  land  be  purchased  for  the  "erection  of 
an  asylum  upon  a  most  modern  and  approved  plan,  adapted  in  all 
its  arrangements  for  the  comfortable  accommodation,  treatment 
and  care  of  insane  patients,  and  of  style  and  character  worthy  of 
the  munificence  of  the  State".  Upon  receiving  the  Governor's  re- 
port, the  General  Assembly  took  no  further  action. 
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It  should  be  noted  that  Maryland  was  not  alone  in  its  struggle 
to  establish  a  program  for  its  mentally  ill.  Conditions  in  Mary- 
land during  these  years  reflected  the  general  level  in  neighboring 
states. 

During  this  period  in  the  development  of  social  consciousness 
appeared  a  valiant  woman — Dorothea  Lynde  Dix.  A  one-time 
school  teacher  in  Massachusetts,  retired  because  of  ill  health,  Miss 
Dix  became  tremendously  interested  in  the  jails  and  almshouses  of 
her  native  state ;  and  after  discovering,  among  other  inadequacies, 
insane  patients  in  unheated  jails,  she  obtained  a  court  order  re- 
quiring the  heating  of  the  jails,  appealed  to  the  Massachusetts 
Legislature  in  terms  which  could  not  be  ignored,  and  slowly  achiev- 
ed a  degree  of  success  in  the  enlargement  of  Massachusetts'  only 
State  mental  hospital  of  that  time. 

Miss  Dix  then  moved  on  to  Rhode  Island  and  then  to  New 
Jersey,  where  her  plea  resulted  in  the  opening  of  that  State's  first 
mental  hospital  at  Trenton  in  1845.  Thereafter,  Miss  Dix  con- 
ducted a  campaign  in  every  State  east  of  the  Rockies,  which  effort 
resulted  in  either  the  establishment  or  enlargement  of  some  thirty 
institutions.  Widely  respected  both  here  and  abroad.  Miss  Dix  died 
at  the  age  of  eighty-five  with  a  record  of  achievement  unparalleled 
in  the  field  of  care  for  the  insane  by  any  other  individual. 

It  was  in  1852  that  Miss  Dix,  by  invitation,  appeared  before 
the  Maryland  Legislature  with  her  impassioned  plea  for  the  mental 
patient,  saying,  "Every  man  and  every  woman  possessed  of  sound 
health  is  wealth  to  the  State ;  every  individual  diseased  and  disabled 
is  a  draft  both  directly  and  indirectly  on  its  resources  and  prosper- 
ity. It  is  cheaper  to  cure  than  it  is  to  support,  even  at  the  very 
lowest  rate."  Miss  Dix  spent  the  whole  winter  of  1852  at  Annap- 
olis, where  she  interviewed  and  pleaded  with  every  member  of  the 
Legislature. 

The  Board  of  Visitors  of  the  Maryland  Hospital,  in  a  report  to 
this  same  Legislature,  reiterated  the  absolute  necessity  for  addi- 
tional accommodations  for  the  insane,  and,  declaring  that  it  was 
not  expedient  to  enlarge  upon  the  present  buildings,  recommended 
that  land  outside  the  city  be  purchased  where  suitable  buildings 
could  be  erected. 

As  a  result,  a  commission  was  appointed  to  find  a  convenient 
site,  and,  after  exhaustive  research,  the  property  known  as  "Spring 
Grove",  near  Catonsville,  was  selected.  The  property  was  paid  for 
by  private  subscription  and  by  aid  from  the  General  Assembly. 
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Work  on  the  new  hospital  was  started  in  1853  and  proceeded  until 
1861,  when  the  Civil  War  intervened  to  halt  further  construction. 
In  this  state  of  development,  the  Maryland  Hospital  again  opened 
its  doors  to  wounded  soldiers,  for  many  of  the  injured  of  the  Civil 
War  were  cared  for  in  the  uncompleted  halls  of  Spring  Grove. 

In  1868,  the  General  Assembly  voted  for  the  completion  of  the 
new  hospital,  and  arrangements  were  made  to  sell  the  old  Monu- 
ment Street  property  to  Mr.  Johns  Hopkins  for  $133,000.  Thus,  on 
the  site  of  the  old  Maryland  Hospital  now  stands  The  Johns  Hop- 
kins Hospital,  a  monument  to  another  generous  and  public-spirited 
citizen  of  that  era. 

In  October,  1872,  112  patients  were  transferred  from  their  old 
quarters  to  the  new  hospital  at  Spring  Grove.  The  hospital,  origi- 
nally designed  to  accommodate  325  patients  was,  with  a  few  years, 
filled  to  its  capacity.  By  1876,  it  was  estimated  that  there  were 
then  supported  by  the  State,  in  hospitals,  private  institutions,  and 
almshouses,  more  than  2000  insane  patients. 

On  June  14,  1886,  the  Lunacy  Commission  was  organized.  In 
its  first  report,  Dr.  William  Lee,  Secretary  to  the  Commission, 
stated  that  he  had  visited  every  county  in  the  State  and  every  alms- 
house and  institution  where  insane  or  feebleminded  were  confined. 
He  found  many  patients  in  various  types  of  restraint — ^leg  irons, 
wrist  irons  and  chains — and  while  some  of  these  institutions  ap- 
peared adequate,  there  were  others  which  he  declared  should  be 
condemned.  As  a  result,  resolutions  were  sent  by  the  Lunacy  Com- 
mission to  the  various  County  Commissioners  stating  that,  unless 
they  had  facilities  for  the  proper  care  and  treatment  of  insane  pa- 
tients, they  were  prohibited  from  receiving  such  patients.  A  reso- 
lution was  also  passed  that,  because  of  the  over-crowded  condition 
of  the  Maryland  Hospital,  the  courts  of  the  several  counties  be 
asked  to  commit  to  the  hospital  only  those  persons  who  were  so 
acutely  ill  as  to  require  control,  retaining  for  treatment  in  the  alms- 
houses of  the  State  those  who  were  "idiotic  or  imbecile". 

This  situation  continued  for  a  number  of  years  until,  in  1894, 
legislation  was  passed  and  funds  appropriated  for  Maryland  Hos- 
pital No.  2  at  Sykesville,  now  known  as  Springfield  State  Hospital. 
A  committee  of  physicians  had  selected  the  site  as  being  "amid 
pleasant  and  agreeable  surroundings,  away  from  the  depressing 
influence  of  penal  and  reformatory  institutions".  The  property  had 
once  been  the  estate  of  William  Patterson,  and  it  was  here  that 
Betsey  Patterson  held  sway  while  she  was  being  courted  by  Jerome 
Bonaparte. 
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The  first  patients  received  in  the  hospital  were  transferred 
from  Spring  Grove  in  July  1896,  and  were  housed  in  one  of  the 
buildings  already  on  the  grounds  when  purchased  from  the  current 
owner,  the  Honorable  Frank  Brown,  former  Governor  of  Maryland. 
Over  the  years,  five  adjacent  farms  were  purchased  to  a  total  of 
1382  acres. 

When  Springfield  was  built,  a  new  epoch  in  public  care  was 
ushered  into  Maryland.  Building  construction  followed  the  cottage- 
type  plan.  An  open  door  policy  was  adopted  by  Dr.  George  Rohe, 
the  first  Superintendent,  who  also  waged  a  campaign  that  led  to 
revision  of  the  old  commitment  laws  which  "failed  to  acknowledge 
the  difference  between  lunatics  and  criminals". 

Meanwhile,  it  had  become  evident  that  there  was  a  need  for 
an  institution  for  the  children  of  the  State  who  were  so  deficient  in 
intelligence  as  to  be  incapable  of  being  educated  in  ordinary  schools. 
In  1889,  largely  through  the  efforts  of  Dr.  Richard  Gundry,  the 
Superintendent  of  Spring  Grove  State  Hospital,  Mr.  Henry  S. 
King,  and  Dr.  J.  Pembroke  Thorn,  the  Asylum  and  Training  School 
for  the  Feebleminded  of  the  State  of  Maryland  was  established. 

The  estate  known  as  "Rosewood",  near  Owings  Mills,  which 
had  belonged  to  Dr.  William  M.  Wood,  First  Surgeon  General  of 
the  Navy,  was  purchased  for  $10,000.  It  offered  ample  accommoda- 
tions for  the  first  enrollment  of  twenty  children.  Miss  Mattie 
Gundry  served  as  matron  for  four  years.  She  was  succeeded  by 
several  men  as  superintendent,  until,  in  1897,  Dr.  Frank  W.  Keat- 
ing became  head  of  the  institution,  a  post  he  was  to  hold  for  forty 
years. 

Originally  conceived  as  a  training  school,  the  new  institution 
soon  had  to  limit  admissions  to  children  between  the  ages  of  seven 
and  seventeen,  as  these  were  felt  to  be  a  child's  most  educable  and 
formative  years.  Epileptic  children  and  those  with  physical  dis- 
abilities were  excluded. 

Through  the  next  two  decades,  the  reports  of  the  Lunacy  Com- 
mission emphasized  the  conditions  in  the  almshouses,  the  over- 
crowding in  the  existing  State  hospitals,  the  necessity  for  institu- 
tions for  both  epileptics  and  the  criminally  insane,  and  the  great 
need  for  a  separate  institution  for  the  Negro  insane,  whose  number 
had  increased  rapidly,  or  so  it  was  thought,  with  the  advent  of 
their  newly  found  freedom  following  the  Civil  War. 

In  a  paper  to  the  Lunacy  Commission  in  1893,  Dr.  George  J. 
Preston  wrote  that  the  State  should  assume  the  entire  care  and 
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control  of  all  the  insane  patient  public  within  her  borders,  that 
acute  cases  should  be  sent  to  Spring  Grove  and  chronic  cases  to 
Springfield,  and  that  the  much  needed  epileptic  colony  could  be  an 
adjunct  to  this  "chronic  asylum".  Later,  as  Secretary  of  the  Com- 
mission from  1898  to  1908,  Dr.  Preston  addressed  the  Legislature 
time  after  time  in  an  effort  to  establish  a  hospital  for  the  Negro 
insane.  Although  unsuccessful,  he  managed  to  draw  attention  to 
the  whole  problem  of  State  care  for  the  insane. 

An  important  factor  in  this  era  was  the  influence  of  Dr.  Adolph 
Meyer,  who  brought  a  new  approach  to  the  treatment  of  mental 
patients.  His  concept  of  an  individual  who  was  suffering  from  a 
mental  disorder  as  a  bona-fide  patient  and  his  insistence  that  medi- 
cal students  attend  clinics  in  mental  hospitals  did  much  to  improve 
the  therapeutic  attitude. 

In  1908,  Dr.  William  H.  Welch,  another  medical  giant  of  The 
Johns  Hopkins  Hospital,  who  believed  that  young  doctors  should 
take  an  active  part  in  the  health  problems  of  their  community, 
asked  Dr.  Hugh  H.  Young  to  take  a  recently  vacated  post  on  the 
Lunacy  Commission  and  to  work  with  Dr.  Arthur  P.  Herring,  the 
new  Secretary  of  the  Commission,  to  "get  the  insane  out  of  alms- 
houses and  into  hospitals". 

The  General  Assembly  of  1904  had  passed  a  law  charging  the 
State  with  the  care  and  custody  of  the  indigent  insane.  This  law 
was  to  have  gone  into  effect  in  1909,  but  it  was  repealed  by  the 
Legislature  of  1908  and  re-enacted,  postponing  the  time  until  1911. 
It  provided  further,  that,  as  soon  as  practicable  after  January  1, 
1911,  the  Lunacy  Commission  was  to  transfer  the  insane  residents 
from  the  various  almshouses. 

One  of  Dr.  Herring's  first  acts  as  Secretary  was  to  conduct  a 
thorough  investigation  of  all  the  county  almshouses  and  asylums. 
From  this  campaign  of  investigation  and  aided  by  the  newspapers, 
the  Commission  was  able  to  bring  to  the  attention  of  the  public  the 
bare  facts  of  the  almost  unbelievable  conditions  and  the  inequities 
in  the  county  care  system  and  to  advance  the  concept  of  total  State 
care. 

Dr.  Young  and  Dr.  Herring  approached  the  Legislature  of 
1910  for  appropriations  to  expand  existing  institutions  and  to 
establish  a  hospital  for  the  Negro  insane.  There  they  encountered 
the  ire  of  politicians  who  resented  the  Lunacy  Commission's  scath- 
ing expose  of  the  almshouses,  and  a  group  of  doctors  who,  owning 
private  sanitoria,  selfishly  sought  to  block  an  expansion  of  State 
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facilities.  After  days  and  nights  of  turmoil,  the  two  crusaders  suc- 
ceeded, to  a  limited  extent.  The  Legislature  passed  a  bill  appro- 
priating $100,000  for  the  establishment  of  a  hospital  for  the  Negro 
insane. 

Dr.  Robert  P.  Winterode,  who  was  to  be  Superintendent  of  the 
new  hospital  at  Crownsville  for  thirty-six  years,  went  to  work  on 
its  construction  immediately,  with  twelve  patients  from  Spring 
Grove  and  thirteen  shovels,  the  thirteenth  of  which  was  for  him- 
self. The  doctor  and  the  patients  worked  side  by  side.  Additional 
help  was  recruited  from  the  Montevue  Asylum  in  Frederick  Coun- 
ty, and,  although  many  had  been  classified  as  "dangerous  insane", 
they  worked  with  axes  and  sharp-edged  tools  all  summer  without 
any  mishap.  The  success  of  this  experiment  set  a  pattern  for  re- 
habilitation of  patients  at  Crownsville  for  many  years  to  come. 

Another  step  forward  was  made  when,  in  1912,  the  Legislature 
created  the  Eastern  Shore  State  Hospital  at  Cambridge,  advancing 
one  concept  of  the  need  of  the  mentally  ill — the  need  of  the  patient 
for  reassuring  contact  with  his  family.  With  the  advent  of  a  hos- 
pital for  white  patients  from  the  nine  counties  of  the  Eastern 
Shore,  the  long  trek  of  200  miles  by  water  and  rail  to  Spring  Grove 
and  Springfield  had  come  to  an  end  for  most  patients  from  the 
Eastern  Shore  and  their  families. 

In  May  1915,  upon  completion  of  the  first  building,  the  State 
Lunacy  Commission  ordered  the  transfer  of  177  Eastern  Shore 
residents  from  Springfield  and  Spring  Grove  and  twenty-six  from 
Cherry  Hill,  the  almshouse  in  Cecil  County,  to  the  new  hospital, 
which  was  accomplished  by  train  and  steamer.  The  patients  were 
placed  on  a  steamer,  the  rails  of  which  were  built  up  by  wire  to 
prevent  patients  from  falling  or  jumping.  A  picnic  lunch  was  pro- 
vided, music  was  furnished,  dancing  ensued,  and  the  four-hour  boat 
ride  down  the  Chesapeake  Bay  was  happily  free  of  incident. 

When  the  United  States  entered  World  War  I,  the  hospital's 
doctors  left  for  war  service,  and  1918  found  the  hospital  with  the 
Superintendent  the  only  physician  left  for  254  patients.  One  other 
employee  remained  to  direct  the  farm  work  carried  on  by  patients, 
as  crops  raised  were  canned  in  the  hospital  kitchen  to  keep  the  pa- 
tients fed  all  winter.  The  Eastern  Shore  State  Hospital  was  the 
hardest  hit  of  all  the  State  mental  hospitals  when  war  struck, 
without  sufficient  manpower  to  carry  its  work  load  or  to  continue 
the  construction  of  its  buildings. 
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Gradual  assimilation  of  patients  from  the  almshouses  into 
State  hospitals  continued  with  the  expansion  of  new  facilities  until 
the  last  of  these  was  transferred  in  1923.  The  years  shortly  after 
the  end  of  the  first  World  War  saw  much  expansion  in  the  State 
hospital  system,  including  the  completion  of  the  long-sought  Epi- 
leptic Colony  at  Springfield,  a  building  for  the  Criminally  Insane 
at  Spring  Grove,  and  an  infirmary  for  sixty  at  Rosewood. 

In  1922,  under  Governor  Ritchie's  State  reorganization  plan, 
the  Board  of  Mental  Hygiene,  consisting  of  a  Commissioner  and 
six  associate  members,  supplanted  the  Lunacy  Commission.  Its 
Secretary,  Dr.  Herring,  was  appointed  Commissioner  of  Mental 
Hygiene,  a  post  he  held  until  his  death  in  1928.  He  was  succeeded 
by  Dr.  George  H.  Preston,  son  of  the  former  Secretary  of  the 
Lunacy  Commission. 

The  after-care  of  the  patient  had  become  of  growing  concern 
in  the  mental  health  field.  The  responsibility  of  the  State  toward 
its  mentally  ill  was  passing  the  "care  and  custody"  stage,  and  its 
hospitals  were  soon  to  become  treatment  centers  with  the  primary 
aim  of  returning  the  patient  to  the  community.  Unfortunately, 
relatively  few  were  able  to  leave.  In  1930,  for  example,  when  560 
patients  were  admitted  to  Springfield,  only  69  were  discharged. 
It  had  long  been  recognized  that  a  serious  problem  existed  in 
attempting  to  break  the  "bottleneck"  of  hospitalization. 

The  1930's  saw  the  advent  of  social  service  case  work  in 
Maryland's  mental  hospitals.  A  particularly  strong  proponent 
was  Dr.  Adolph  Meyer  who,  early  in  his  career,  saw  the  importance 
of  the  social  worker's  function  as  the  link  between  hospital  and 
community. 

In  1935,  the  unique  Foster  Care  Program,  conceived  and  pro- 
moted by  the  late  Mrs.  Henrietta  B.  DeWitt,  Chief  Social  Worker 
at  Springfield,  was  inaugurated  at  that  hospital  as  a  means  of  re- 
turning to  the  community  those  patients  who  either  had  no  place 
to  go  or  who  could  not  or  should  not  return  to  their  own  homes. 
Now  widely  accepted  as  an  important  adjunct  to  the  hospitals* 
treatment,  the  Foster  Care  Program  is  known  throughout  the 
country  as  the  Maryland  Plan. 

These  same  years  saw  the  establishment  of  the  State  hospitals' 
outpatient  clinics,  which  were  conducted  at  that  time  in  the  office 
of  the  Board  of  Mental  Hygiene  in  Baltimore,  for  parolled  patients 
and  their  families. 
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In  1934,  Dr.  J.  H.  Mason  Knox,  together  with  Dr.  Preston, 
and  earnestly  supported  by  Dr.  Esther  Loring  Richards  and  the 
Maryland  Psychiatric  Society,  began  the  rural  mental  hygiene 
clinic  service.  This  service  provided  a  resource  for  those  schools, 
social  agencies,  and  physicians  in  rural  districts  who  wanted  psy- 
chiatric assistance  in  understanding  and  planning  for  problem  and 
retarded  children.  The  clinics  were  manned  by  volunteer  psychi- 
atrists, psychologists,  nurses,  and  social  workers,  who  worked  to 
educate  the  communities  in  the  principles  of  mental  health.  Notable 
among  these  were  Dr.  H.  Whitman  Newell,  Chief  Psychiatrist  at 
the  Mental  Hygiene  Clinic  at  University  Hospital,  and  Dr.  Alice 
Rockwell,  the  psychologist. 

In  spite  of  the  increased  turnover  in  the  hospitals  engendered 
by  the  clinic-parole  system,  the  Foster  Care  Program,  and  in- 
creased acceptance  by  the  public  of  the  returning  mental  patient, 
the  population  of  the  State  mental  hospitals  continued  to  rise,  due 
in  part,  undoubtedly,  to  the  effects  of  the  great  economic  depres- 
sion of  that  decade. 

The  large  increase  in  the  State's  population  during  World  War 
II,  the  halt  of  any  further  construction,  and  a  critical  shortage  of 
available  manpower  conspired  to  create  within  the  hospitals  con- 
ditions which  meant  not  only  a  cessation  of  progress  but  actually 
placed  Maryland's  hospital  system  well  below  its  former  level.  The 
end  of  World  War  II  found  Maryland's  hospitals  once  again  in  a 
deplorable  state,  with  patients  sleeping  on  floors,  a  bare  minimum 
of  personnel  caring  for  them,  and  long  lists  of  patients  awaiting 
admission. 

In  1946,  following  a  call  to  Dr.  Preston  from  an  interested 
citizen  who  said,  "What  can  I  do  to  help?",  volunteers,  singly  and 
in  groups,  began  working  in  and  for  the  hospitals,  generously  aug- 
menting in  services  and  gifts  the  facilities  provided  by  the  State. 

The  Commissioner  of  Mental  Hygiene,  Dr.  Preston,  was  tire- 
less in  his  efforts  to  obtain  not  only  appropriations  for  expansion 
but  to  effect  salary  increases  in  order  to  meet  the  competition  in 
obtaining  qualified  personnel,  saying  that,  although  the  lack  of 
adequate  space  was  apparent,  "buildings  alone  do  not  cure  pa- 
tients". Finally,  frustrated  in  his  attempts  to  obtain  support  for 
the  institutions'  needs;  and  feeling  that  only  strong  public  senti- 
ment would  supply  the  necessary  pressure.  Dr.  Preston  invited  the 
staff  of  the  Sunpapers  to  visit  the  hospitals  and  to  "take  a  camera" 
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with  them.  Thus,  Dr.  Preston  spelled  the  end  to  his  ov/n  career  as 
Commissioner. 

The  results  of  the  paper's  investigation  appeared  in  a  series 
of  articles  in  The  Evening  Sun  early  in  1949,  under  the  heading 
"Maryland's  Shame".  The  articles  raised  the  level  of  public  in- 
dignation to  the  point  where  some  remedial  action  was  mandatory. 

Public  reaction  was  tremendous.  The  General  Assembly,  after 
conducting  its  own  investigation  of  the  hospitals,  abolished  the 
Board  of  Mental  Hygiene  and  the  terms  of  office  of  the  Commis- 
sioner and  the  Superintendents  of  the  hospitals  as  of  June  1,  1949, 
and  created  the  Department  of  Mental  Hygiene  with  a  Commis- 
sioner "with  full  and  plenary  powers",  responsible  to  the  Governor. 
The  Commissioner  was  to  be  assisted  by  an  Advisory  Board,  and 
an  investigating  board,  the  Board  of  Review.  On  April  1,  1950, 
the  late  Dr.  Clifton  T.  Perkins,  formerly  Commissioner  of  Mental 
Hygiene  in  Massachusetts,  assumed  the  office  of  Commissioner  of 
Mental  Hygiene  for  the  State  of  Maryland. 

Dr.  Perkins  launched  a  ten-year  program,  designed  to  over- 
come such  problems  as  the  need  for  separation  of  patients  into 
diagnostic  and  therapeutic  groups,  to  minimize  overcrowding  in 
all  hospitals,  to  improve  food  services,  to  reduce  hazards  and 
safety  to  patients,  to  improve  the  living  conditions  of  patients  and 
employees,  and  to  minimize  the  long  waiting  time  so  often  required 
for  non-emergency  admissions  to  all  hospitals. 

Prominent  among  the  innovations  elaborated  by  Dr.  Perkins 
are  the  Geriatrics  Buildings,  the  Esther  Loring  Richards  Children's 
Center  at  Rosewood  for  emotionally  disturbed  children,  the  Adult 
Long-Term  Care  Colony  at  Rosewood,  and  the  new  Maximum  Se- 
curity Hospital  at  Jessup. 

To  the  end  that  research,  a  more  or  less  insignificant  and  far 
from  fruitful  activity  in  the  hospitals  up  to  that  time,  should  not 
only  be  encouraged  but  fostered  by  the  Department,  Dr.  Perkins 
directed  that  it  be  carried  forward  and  developed  in  three  phases : 
by  individual  research  in  the  hospitals;  by  contract — i.e.,  by  out- 
side research  teams  from  The  Johns  Hopkins  Hospital,  University 
Hospital,  etc. ;  and  by  projects  within  the  Department. 

In  this  connection,  the  library  system  within  the  hospitals  has 
developed  to  the  point  where,  in  the  period  from  1955  to  1959,  the 
number  of  volumes  more  than  doubled,  and  circulation  for  the  same 
period  more  than  trebled.  It  is  expected  within  a  few  years  to  grow 
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out  of  the  "small  library"  class,  several  of  its  librarians  having 
achieved  professional  recognition. 

The  training  program  has  been  utilized  to  provide  a  larger 
reservoir  of  trained  people,  to  improve  the  understanding  and  the 
resultant  efficiency  of  the  job  to  be  done,  and  to  stretch  available 
services  as  far  as  possible.  In  the  field  of  nursing,  for  example^  all 
hospitals  conduct  an  orientation  program  for  in-coming  attendants 
in  all  phases  of  the  care  of  the  mentally  sick  patient.  Four  hospitals 
conduct  schools  for  practical  nurses,  and  one  conducts  a  psychi- 
atric aide  program.  Three  of  the  hospitals  have  schools  for  affiliate 
professional  nurses,  including  one  which  has  an  affiliation  for 
baccalaureate  student  nurses. 

In  each  hospital,  the  central  kitchen,  another  innovation  of 
this  period,  has  been  a  contributing  factor  in  the  over-all  well-being 
of  the  patient.  Uniformity  of  diet,  based  upon  nutritional  stand- 
ards, and  facility  in  producing  special  diets  when  necessary,  has 
made  the  dietary  service  an  extremely  practical  function  from  both 
a  nutritional  and  a  monetary  point  of  view. 

Community  interest  in  the  hospitals  has  increased  tremend- 
ously, and  volunteer  services  from  outside  groups  have  contributed 
immeasurably  to  the  happiness  and  well-being  of  a  countless  num- 
ber of  patients.  Each  hospital  now  has  its  own  Women's  Auxiliary. 
These  groups,  known  collectively  as  the  Council  of  Women's  Auxili- 
aries of  the  State  Mental  Hospitals,  work  together  for  the  develop- 
ment and  planning  of  volunteer  activities  within  their  various 
institutions. 

The  Legislature  of  1958  passed  a  bill  making  the  Department 
of  Mental  Hygiene  responsible  for  financial  investigation  and  col- 
lection of  reimbursement  from  responsible  relatives  for  the  care 
and  maintenance  of  the  patients  in  the  State  mental  hospitals. 
Accordingly,  a  Division  of  Reimbursement  was  set  up  within  the 
framework  of  the  Department  to  fulfill  these  functions. 

Following  the  untimely  death  of  Dr.  Perkins  in  late  1959, 
Governor  Tawes  called  upon  Dr.  Isadore  Tuerk,  the  Superintend- 
ent of  Spring  Grove  State  Hospital,  to  carry  on  the  work  of  the 
Department,  and  serve  as  Commissioner  of  Mental  Hygiene. 


Prepared  by 
Maryland  State  Department  of  Mental  Hygiene 
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CHAPTER  SIX 
A  SINGLE  FORMULA 


The  Case  Formula 


The  formula  which  currently  finances  local  health  services 
was  developed  by  a  subcommittee  of  the  Committee  on  Medical 
Care  under  the  chairmanship  of  Mr.  Richard  W.  Case.  That  sub- 
committee recommended,  in  essence,  that  local  health  services  be 
governed  at  the  local  level,  subject  to  minimum  standards  and 
technical  supervision  from  the  State  Department  of  Health.  The 
services,  it  was  further  recommended,  should  be  financed  from 
State  and  local  funds,  using  a  formula  which  would  take  into  ac- 
count the  local  subdivision's  ability  to  pay.  In  some  counties, 
therefore,  the  State  would  pay  a  larger  percentage  of  the  health 
department  budget  than  it  would  in  counties  which  had  greater 
financial  resources.  Under  no  circumstances,  however,  would  any 
subdivision  be  required  to  pay  more  than  80%  of  its  minimum 
health  budget,  nor  less  than  20%.  For  the  State  as  a  whole,  how- 
ever, the  extent  of  State  government  participation,  while  varying 
percentage- wise  from  subdivision  to  subdivision,  would  be  50%  of 
the  total  of  all  minimum  budgets.  (While  the  report  referred  only 
to  the  23  counties,  the  Case  subcommittee  saw  no  reason  why  Balti- 
more City  could  not  also  be  included,  and  this  was  done  one  year 
after  the  formula  started  to  apply  to  the  counties.) 

Determining  a  subdivision's  ability  to  pay  for  its  health  serv- 
ices was  a  thorny  problem.  In  the  end  the  subcommittee  recom- 
mended that  the  equalized  assessed  value  of  property  subject  to 
local  taxation  be  used.  (The  Legislature  in  1956  felt  that  the  State 
Tax  Commission  could  supply  to  the  State  Department  of  Health 
all  necessary  data  on  assessments.) 

This  left  the  question  of  deciding  what  constituted  a  minimum 
budget.  Given  this  information  a  formula  could  be  established. 
The  formula  would  be  expressed  in  the  following  manner : 

The  amount   Subdivision  x  shall 

appropriate  for  local  Subdivision  x's  equalized 

health  services  assessed  value 


50%  of  the  total  of  all  appro-  Total  State  equalized 

priations  for  local  health  assessed  value 

services  by  the  State  and 
subdivisions 
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Thus,  if  a  subdivision  had  25%  of  the  equalized  assessable  values 
in  the  State  (the  right  hand  side  of  the  equation) ,  its  share  of  its 
own  budget  (top  left  of  the  equation)  would  be  25%  of  what  all 
the  subdivisions  would  be  budgeting  for  their  shares — that  is, 
25%  of  the  lower  left  hand  side  of  the  equation.  (Since  the  State 
would  be  paying  half  of  the  total  cost  of  all  local  health  service 
budgets,  the  25%  would  be  of  the  subdivisions'  shares.) 

In  other  words,  the  determination  of  local  and  State  sharing 
of  a  subdivision's  budget  would  be  made  by  the  formula  in  the 
following  manner: 

1.  The  Estimated  Minimum  Budgets  for  all  subdivisions 
would  be  added  to  obtain  a  State-wide  total. 

2.  The  State  would  be  obligated  to  appropriate  half  of  this 
sum  as  its  share;  the  subdivisions  as  a  group  would  be 
obligated  to  appropriate  the  other  half  of  this  sum  as  their 
collective  share. 

3.  A  calculation  would  be  made  of  each  subdivision's  portion 
(percentage)  of  the  total  equalized  assessable  property 
values  in  the  State. 

4.  Each  subdivision  would  apply  this  same  proportion  (per- 
centage) to  the  collective  share  of  all  subdivisions,  as  in  2 
above,  and  appropriate  the  sum  so  derived  toward  its 
Estimated  Minimum  Budget. 

5.  The  State  appropriation  would  make  up  the  difference  be- 
tween the  local  appropriation  and  the  Estimated  Minimum 
Budget. 

6.  The  formula  would  be  modified  to  the  extent  that  no  sub- 
division would  be  obligated  to  appropriate  as  its  share 
more  than  80%  of  its  Estimated  Minimum  Budget,  and 
every  subdivision  would  be  obligated  to  appropriate  at  least 
20%  of  its  Estimated  Minimum  Budget. 

Determining  what  the  subdivisions  should  budget  was  a  diffi- 
cult task.  The  calculation  had  to  create  some  sort  of  parity.  To 
quote  the  subcommittee  report,  "the  Subcommittee  felt  that  the 
1953  expenditures  were  unsuitable  for  use  in  developing  a  plan  for 
equitable  distribution  of  financial  responsibility.  Not  only  were 
there  disparities  in  the  amount  of  aid  granted  by  the  State  to  the 
various  counties,  but  there  was  also  a  wide  variation  in  the  health 
services  from  county  to  county,  as  judged  by  relative  expenditures. 
The  Subcommittee  found  it  necessary,  therefore,  to  put  all  coun- 
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ties  on  the  same  budgetary  basis  before  attempting  to  create  a 
workable  plan. 

"Accordingly,  the  first  task  was  to  set  up  a  standard  which, 
when  applied  to  a  given  county,  would  determine  what  sort  of  a 
health  department  the  county  should  have.  It  was  agreed  that  the 
standard  should  be  minimum  and  never  maximum,  and  that  it 
should  be  expressed  in  terms  of  per  capita  expenditure  necessary 
to  provide  a  minimum  health  service  to  the  county. 

"A  simple  method  for  establishing  a  uniform  basis  for  the 
estimation  of  the  cost  of  each  county  health  department  is  to  apply 
to  the  county  population  a  formula  which  employs  fixed  minimum 
ratios  of  health  personnel  to  population.  This  method  is  based  on 
the  assumption  that  a  satisfactory  public  health  service  in  a  county 
can  be  carried  out  only  if  the  numbers  of  doctors,  nurses,  sanitar- 
ians, etc.,  bear  a  fixed  minimum  relationship  to  the  number  of 
people  who  live  in  the  county." 

The  subcommittee  recommended  that  the  follov/ing  ratios  and 
salaries  be  used : 

Additional  Medical 
County  Population  Health  Officer  Personnel 

0  -     75,000  1  —  Salary  per 

75,001   -  150,000  1  1  health  officer 

150,001   -  225,000  1  2  and  each  addi- 

225,001   -  300,000  1  3  tional  medical 

300,001    -    375,000  1  4  personnel: 

$9,000 

1  Public  Health  Nurse  for  every  5,000  people  Salary  $3,500 

1  Sanitarian  for  every  15,000  people  Salary     4,000 

1  Miscellaneous  personnel  for  every  10,000  people  Salary     2,800 

Add  for  operating  expenses  1/3  of  total  for  salaries  in  each 
subdivision 

To  arrive  at  the  Estimated  Minimum  Budget  for  a  given  sub- 
division, the  number  of  positions  called  for  by  the  preceding  table 
was  to  be  multiplied  by  the  proper  salary.  To  the  total  cost  of  all 
salaries  per  subdivision,  one-third  was  to  be  added  for  operating 
expenses. 

The  total  of  the  Estimated  Minimum  Budgets  for  all  subdivi- 
sions would  then  be  added,  and  50  %  of  that  sum  substituted  on  the 
lower  left  hand  side  of  the  equation. 

The  subcommittee  suggested  that  the  minimum  standards 
would  probably  be  in  need  of  review  from  time  to  time.  It  also 
suggested  that  the  formula  be  implemented  over  a  5-year  period, 
each  year  advancing  20%  of  the  way  toward  full  Implementation. 
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A  phase-in  period  was  necessary  because  many  subdivisions  had 
to  upgrade  their  programs  and  find  new  revenue  to  finance  them. 
Table  18  shows  to  what  extent  these  adjustments  were  necessary. 
This  table  also  shows  the  sharing  ratios  at  the  outset,  and  what 
they  were  at  the  time  the  formula  was  at  the  third  step  (60%) 
toward  full  implementation,  and  what  it  would  be  at  the  time  the 
formula  is  fully  implemented. 

Historical  Background 

This  section  describes  the  organization,  development  and  ad- 
ministration of  county  health  departments  before  the  Case 
formula.* 

Functions 

The  county  health  department  in  each  of  Maryland's  23  coun- 
ties is  the  basic  established  public  agency  in  the  administration 
of  public  health  for  the  county  residents  of  this  State.  Every 
unit  is  an  integral  part  of  the  public  administration  and  com- 
munity life,  and  as  such  is  in  a  position  to  assess  the  health  needs 
of  its  people  and  to  provide  such  direct  services  as  may  be  indi- 
cated. The  local  department's  field  of  activity  calls  for  profes- 
sionals in  medicine,  dentistry,  nursing,  engineering,  education, 
administration,  and  other  specialized  services.  This  staff  must  be 
trained  in  public  health,  adequate  in  numbers  to  meet  the  needs 
of  area  served,  and,  with  the  exception  of  a  few  clinic  specialists, 
employed  on  a  full-time  basis. 

The  Public  Health  Laws  of  the  State  make  the  county  health 
officer  responsible  for  enforcing  health  regulations  and  carrying 
out  certain  activities  for  the  protection  of  the  public  health.  His 
duties  include: 

1.  The  registration  of  vital  statistics 

2.  The  control  of  communicable  diseases 

3.  Sanitation 

4.  Maternal  and  child  welfare 

5.  Education 

6.  Public  health  nursing 

7.  Laboratory  services 

These  are  the  minimum  functions,  but  no  county  unit  in  Mary- 
land today  limits  its  activities  to  this  list. 

*  The  history  which  follows  is  taken  from  the  Report  of  the  Subcommittee 
to  Review  the  Financing  of  Maryland  Health  Activities,  Committee  on  Medical 
Care,  Maryland  State  Planning  Commission,  February,  1955. 
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In  the  last  decade,  every  local  health  department  has  assumed 
the  administration  of  the  medical  care  program,  and  in  each  county 
one  or  more  of  the  newer  and  more  highly  specialized  activities, 
such  as  chronic  diseases,  mental  hygiene,  school  health  services, 
bedside  nursing,  or  clinics  for  cancer  detection,  speech  defects, 
heart  disease,  crippled  children,  have  been  added  to  the  program. 

The  county  health  department  is  an  executive  bureau  of  the 
county  government.  In  their  role  of  Board  of  Health,  the  county 
commissioners,  or  county  council,  appoint  the  health  officer  and 
have  the  power  to  enact  local  regulations  in  the  interest  of  the 
health  of  the  people  they  represent. 

Sources  of  Revenue 

The  county  health  departments  are  operated  under  individual 
budgets,  with  funds  derived  from  tax  sources.  By  mutual  agree- 
ment, both  State  and  county  contribute  to  the  local  budget.  State 
funds  are  allocated  to  each  county  annually  by  the  State  Depart- 
ment of  Health  from  general  funds  appropriated  by  the  General 
Assembly  and  from  Federal  funds  paid  to  the  State  by  the  Public 
Health  Service  and  the  Children's  Bureau  in  the  form  of  grants- 
in-aid.  Such  Federal  funds  become  a  part  of  the  State  Health 
Department's  resources  and  are  allocated  and  disbursed  as  State 
funds.  Annually,  the  county  commissioners  make  their  appropria- 
tion to  the  health  budget. 

Enabling  Legislation 

The  authority  for  financial  agreements  between  the  State  De- 
partment of  Health  and  individual  counties  is  found  in  legislation 
dating  back  to  1886. 

The  first  organization  of  an  official  public  health  agency  in 
Maryland  was  in  1874,  when  the  General  Assembly  set  up  the 
State  Board  of  Health.  In  1886,  the  General  Assembly  authorized 
the  State  Board  of  Health  to  require  boards  of  county  commis- 
sioners to  organize  local  boards  of  health,  and  to  appoint  as  health 
officer,  in  each  county,  a  physician  approved  by  the  State  Board 
of  Health.     These  health  officers  were  part-time. 

In  1914,  by  an  act  of  the  General  Assembly,  the  State  was 
divided  into  10  sanitary  districts,  with  a  full-time  deputy  State 
health  officer  for  each.  This  was  amended  in  1931  to  23  sanitary 
districts,  following  county  lines. 
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The  General  Assembly  of  1922  gave  the  county  boards  of 
health  authority  to  require  that  the  county  health  officer  be  trained 
in  sanitary  science,  public  health  and  hygiene,  and  that  he  serve 
on  a  full-time  basis. 

Development 

Prior  to  1922,  there  was  no  full-time  health  department  in  any 
county  of  Maryland.  Emergency  health  problems,  generally  re- 
lated to  epidemics,  were  handled  by  the  local  part-time  health  offi- 
cer, who  was  usually  a  busy  practitioner.  Although  he  had  no 
regular  staff,  the  services  of  experts  from  the  State  Department 
of  Health  were  available  to  him  at  all  times  for  consultation. 

Following  World  War  I,  the  medical  and  public  health  profes- 
sions became  acutely  aware  of  the  state  of  the  public  health  in  this 
country.  Interest  in  preventive  medicine  grew  rapidly  and  with 
it  came  a  realization  that  little  was  being  done  in  the  fields  of 
tuberculosis,  venereal,  and  other  communicable  disease  control, 
or  maternal  and  child  hygiene.  In  order  to  make  these  and  addi- 
tional services  available  to  the  populations  of  rural  districts,  the 
county  health  department,  with  its  full-time  staff  of  trained  pro- 
fessionals, was  developed  and  tried  out  in  some  of  the  southern 
states.  The  plan  was  popular  and  successful  from  the  start.  Mary- 
land was  one  of  the  first  states  to  take  up  the  idea  and,  through 
the  initiative  of  Dr.  Robert  H.  Riley,  the  first  full-time  county 
department  was  set  up  in  Allegany  County  in  1922,  with  Dr.  Riley 
as  health  officer. 

The  early  success  of  the  project  encouraged  the  State  Depart- 
ment of  Health  to  embark  on  a  campaign  for  extension  of  the  plan 
to  every  county  in  the  State.  However,  the  task  of  installing  local 
health  departments  in  the  various  counties  was  not  easy.  The 
active  backing  of  the  local  medical  society,  school  authorities, 
parent-teacher  groups,  and  service  clubs,  combined  with  an  accept- 
able offer  of  financial  assistance  from  the  State  Department  of 
Health,  were  necessary  to  convince  county  authorities  of  the  sound- 
ness of  a  new  or  increased  item  of  expense  in  their  budgets. 

By  1934  each  of  the  23  counties  had  its  own  local  health  de- 
partment. Maryland  was  the  first  state  to  reach  this  goal,  and 
the  soundness  of  the  program  is  demonstrated  by  the  fact  that  no 
county  has  given  up  its  department,  once  established. 

This  outstanding  achievement  in  public  health  extension  was 
the  direct  result  of  the  work  of  Dr.  Robert  H.  Riley  and  Mr.  Walter 
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N.  Kirkman.  From  1922  until  the  last  county  organized  its  local 
unit,  these  two  officials  of  the  State  Department  of  Health  were 
untiring  in  their  campaign  to  provide  full-time  public  health  serv- 
ice to  every  citizen  of  the  counties  of  Maryland.  With  enduring 
enthusiasm  and  at  the  cost  of  considerable  physical  effort,  they 
performed  a  great  permanent  service  to  the  State. 

In  encouraging  the  counties  to  establish  full-time  health  de- 
partments, the  State's  most  effective  argument  was  one  of  greater 
efficiency.  The  county  was  required  by  law  to  appoint  as  health 
officer,  a  physician  who  had  State  Board  of  Health  approval.  He 
could  be  employed  on  a  full-time  basis.  The  State,  however,  al- 
ready had  a  qualified  full-time  deputy  State  health  officer,  in  the 
same  area.  There  was  no  reason  why  the  same  man  might  not 
fill  both  positions  and,  on  a  single  salary,  save  money  for  both 
State  and  county.  Thus,  the  State  Department  of  Health  authori- 
ties suggested  that  a  county,  by  making  a  small  addition  to  the 
salary  being  paid  to  its  part-time  health  officer  combined  with 
financial  aid  from  the  State,  might  have  a  health  department  with 
at  least  a  full-time  health  officer  and  with  a  staff  of  nurses,  sani- 
tarians, and  clerks  to  the  extent  for  which  funds  could  be  made 
available.  Some  of  the  counties  began  with  only  a  health  officer; 
a  few  with  additional  staff.     All  made  a  very  modest  beginning. 

Administration 

Responsibility  for  the  local  public  health  program  is  by  law 
vested  in  the  county  health  officer.  However,  he  cannot  function 
unless  the  medical  and  dental  professions,  the  local  hospital,  the 
board  of  education,  the  welfare  board,  the  county  commissioners, 
and  the  general  public  share  this  responsibility.  He  determines 
the  policies  of  his  unit;  organizes  and  administers  the  various 
activities;  draws  up  his  annual  budget;  has  the  power  to  employ 
and  discharge  members  of  his  staff  with  the  approval  of  local  and 
State  authorities;  carries  out  the  duties  established  by  law;  and 
acts  as  a  liaison  between  his  county  department  and  the  State 
Department  of  Health.  He  also  bears  the  title  of  Deputy  State 
Health  Officer,  which  makes  him  a  representative  of  the  State 
Department  of  Health,  and  which  is  presumably  convenient  for 
the  enforcement  of  certain  State  regulations. 

The  State  Department  of  Health  exercises  administrative  and 
technical  supervision  over  the  county  units.  Each  division  or 
bureau  of  the  State  Department  of  Health  has  its  small  scale 
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replica  in  the  county  department.  The  State  Department  of 
Health,  in  fact,  functions  through  the  health  oiRcer  and  his  staff 
in  most  of  its  activities.  It  sets  up  minimum  standards  of  pro- 
grams and  provides  technical  advice  as  to  how  these  standards 
shall  be  met;  it  furnishes  consultant  and  certain  specialized  serv- 
ices not  locally  available  in  all  counties;  it  encourages  and  assists 
in  the  establishment  of  new  activities;  it  recruits  and  trains  new 
professional  personnel;  it  obtains  from  State  and  Federal  sources 
funds  for  financing  county  health  work;  and  it  disburses  State- 
Federal  and  such  funds  as  are  paid  into  the  State  by  the  several 
counties. 

Distribution  of  Financial  Responsibility 

Although  State  support  was  originally  established  on  a  grant- 
in-aid  basis  in  the  early  years,  there  was  no  set  formula  or  plan 
as  to  relative  shares  of  the  individual  budgets  which  should  be 
borne  by  county  and  State.  In  some  of  the  small  counties,  the 
local  contribution  was  under  $1,000,  with  the  State  carrying  most 
of  the  load.  Apparently,  the  determination  of  responsibility  for 
financing  local  health  activities  between  the  State  and  the  counties 
was  made  on  a  negotiated  basis.  This  system  was  undertaken 
because  at  the  time  it  was  the  best  available  method  of  insuring 
that  each  county  would  have  at  least  a  minimum  county  health 
organization.  Although  this  system  proved  successful  in  its  over- 
all objectives,  it  resulted  in  the  creation  of  inequities  in  State 
grants-in-aid. 

Once  established,  the  responsibility  for  the  growth  of  the  local 
unit,  in  scope  of  activity  and  staff,  was  left  largely  to  the  local 
health  officer.  He  was  given  encouragement  and  backing  by  the 
State  Department  of  Health,  but  the  initiative  came  from  him. 
Broadening  of  the  program  meant  more  professional  personnel, 
and  when  an  additional  nurse  or  sanitarian  was  needed  the  health 
officer  had  to  find  the  money.  Again  the  system  of  barter  was 
used  and  the  State  came  to  a  special  arrangement  with  the  county 
as  to  how  each  addition  to  the  budget  should  be  borne.  There  was 
no  fixed  policy. 

In  the  twenty  to  thirty  years,  which  have  passed  since  the 
various  units  were  organized,  there  has  been  a  remarkable  increase 
in  health  activities  and  expenditures.  All  county  health  depart- 
ments have  grown  but  the  expansion  in  the  largest  counties  has 
been  phenomenal.  For  example,  in  Baltimore  and  Montgomery 
counties  local  health  units  have  extended  the  fields  of  activity  to 
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provide  more  adequate  services  to  the  entire  county  population. 
Staff  and  budgets  have  increased  more  than  tenfold  in  the  past 
twenty  years  in  these  two  counties,  with  local  funds  providing  the 
bulk  of  the  additional  cost. 

Although  the  State  Department  of  Health  maintained  admin- 
istrative and  professional  control  of  the  county  units,  the  State 
did  not  continue  with  its  original  plan  to  share  51%  in  the  budget 
of  each  county.  It  appears  that  when  the  larger  counties  needed 
to  expand  their  programs,  funds  were  provided  regardless  of  the 
share  in  the  added  cost  which  the  State  would  accept.  Thus  in 
the  larger  counties,  an  increase  in  budget  brought  about  an  in- 
crease in  proportion  of  local  share  and  a  gradual  change  from  the 
original  51% -49%  policy.  In  the  smaller  counties,  however, 
budget  increases  were  more  dependent  on  State  aid  and  the  rela- 
tive proportions  of  contribution  remained  the  same  or  even  showed 
an  increase  on  the  part  of  the  State. 

Implementation  of  the  Case  Formula 

The  first  year  of  the  phase-in  period  was  1957.  Problems 
developed,  and  2  major  changes  became  necessary: 

1.  Per  capita  rates  were  abandoned  in  1958.  The  Case 
Report  recommended  that  the  Estimated  Minimum  Budgets 
for  each  subdivision  should  be  divided  by  the  subdivision's 
population,  to  give  a  per  capita  rate  for  the  future  calcula- 
tion of  the  budget.  It  was  found  that  the  per  capita  rates 
hovered  around  these  figures. 

Per  Capita 
Group  Population  Limit  Minimum 

3 0  -  15,000  2.50 

2 15,001  -  35,000  2.20 

1 35,001  -up    1.90 

The  State  Department  of  Health,  however,  did  not  use 
per  capita  figures;  it  stayed  with  the  actual  Estimated  Mini- 
mum Budget.  It  did  this  because  the  Department  did  not 
think  it  advisable  to  permit  a  marked  change  in  the  per  capita 
rate  whenever  a  subdivision  moved  from  one  population  group 
to  another.  The  differences  made  by  a  population  jump  from 
15,000  to  15,001  were  not  sufficient  to  warrant  a  30^  per 
capita  decrease  in  budgeting. 
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2.  The  33  1/3%  allowance  for  operating  expenses  was 
increased  over  a  period  of  time  to  49%  in  order  to  take  into 
account  new  services  and  procedures  which  had  developed 
since  the  report  was  written.  Specifically,  this  rise  was  occa- 
sioned to  include:  cost  of  the  employer's  contribution  to  the 
retirement  and  social  security  systems,  expansion  of  mental 
health  services,  tuberculosis  mass  X-ray,  polio  vaccine,  etc. 

Overall  Evaluation  of  the  Case  Formula 

The  Case  formula  was  generally  said  by  county  commissioners, 
local  health  officers,  and  the  State  Department  of  Health  to  repre- 
sent a  marked  improvement  over  the  previous  method  of  financing 
local  health  services.  Some  even  suggested  that  it  was  superior 
to  all  other  formulae  currently  in  use  by  the  State  of  Maryland. 

The  strength  of  the  Case  formula  lay  in  its  objectivity.  It 
obviated  the  need,  as  one  local  health  oflftcer  put  it,  to  go  in  for 
"the  old  system  of  'horse-trading'  negotiation  with  the  county 
commissioners  each  year  to  determine  the  county  health  depart- 
ment budget".  It  enabled  everyone  to  be  honest.  Perhaps  equally 
as  important,  however,  the  implementation  of  the  formula  facili- 
tated an  upgrading  of  the  departments.  As  Table  18  shows,  most 
subdivisions  had  to  appropriate  more  money.  This  enabled  the 
departments  to  develop  rounded  programs. 

This  is  not  to  suggest,  however,  that  the  formula  was  ideal. 
During  the  course  of  our  inquiry,  it  was  subjected  to  severe  criti- 
cisms. Yet,  of  37  persons  interviewed,  only  one  so  much  as  sug- 
gested that  the  formula  be  abandoned. 

Formula  Criticisms 

The  first  criticism  involves  the  question  as  to  whether  or  not 
any  formula  based  on  the  ability  to  pay  could  rely  upon  property 
assessments  without  looking  at  the  subdivision  itself  and  its  prob- 
lems. The  Case  formula  assumed,  it  was  argued,  only  one  activity 
— public  health — and  it  ignored  other  demands  on  the  tax  dollar. 
In  Baltimore  City,  for  example,  the  need  for  fire  and  police  pro- 
tection made  an  especially  heavy  demand  which  was  not  compara- 
bly made  in  the  counties.  In  the  City,  the  size  of  the  debt  should 
be  considered.  No  formula  can  be  viewed  in  a  vacuum;  all  other 
governmental  activities  which  seek  a  proportion  of  the  tax  dollar 
must  be  considered. 
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There  is  considerable  merit  to  this  criticism,  and  there  is  no 
pat  answer  to  it.  Perhaps  it  does  suggest  that  a  broad  inquiry 
is  advisable  to  find  whether  or  not  any  single  formula  can  be  found 
which  is  equitable  for  all  activities  in  the  light  of  the  various  de- 
mands on  the  tax  dollar.  We  have  our  doubts,  however,  as  to 
whether  or  not  there  can  be  a  completely  satisfactory  formula. 
So  long  as  there  are  different  groups  with  the  same  problems  of 
varying  intensity,  and  in  some  instances  with  different  problems, 
we  may  find  that  there  will  always  be  some  degree  of  injustice 
and  inequity.  Any  formula,  or  governmental  system,  by  its  very 
nature,  is  an  arbitrary  imposition  on  the  scheme  of  things — human 
devices  subject  to  all  of  the  fallibilities  of  human  beings.  These 
devices,  such  as  formulae,  are  inflexible,  while  the  things  about 
them  are  in  constant  change.  Improvements  therefore  might  re- 
sult from  study,  but  in  time  the  improvements  themselves  will 
have  to  be  modified. 

In  any  event,  we  do  not  believe  that  this  criticism,  although 
it  needs  exhaustive  examination,  affects  the  basic  conclusions  of 
this  study.  Since  a  redistribution  of  the  revenue  or  revenue 
sources  of  the  State  is  contemplated  in  order  to  implement  this 
report,  it  is  not  anticipated  that  any  added  burden  will  be  brought 
to  bear  on  the  State  or  its  subdivisions.  In  fact,  if  long  range 
economies  are  realized  (as  is  hoped),  application  of  a  single  form- 
ula now  will  alleviate  many  of  the  inequities  which  formulae 
might  have. 

There  are,  of  course,  recommended  increases  for  care  under 
the  Inpatient  and  Outpatient  Programs,  for  tuberculosis  care  in 
Baltimore  City  Hospitals,  and  for  skilled  nursing  home  care.  These 
increases,  however,  are  proper  courses  of  action  irrespective  of 
the  adoption  of  the  single  formula  concept.  Such  increases  should, 
therefore,  be  borne  by  the  taxpayers  in  any  event,  and  thus  would 
not  be  a  burden  brought  on  by  the  single  formula. 

The  second  criticism  of  the  formula  involved  the  Estimated 
Minimum  Budget.  Health  officers  did  not  feel  that  it  provided 
sufficient  flexibility  to  meet  the  special  needs  of  their  subdivisions. 
If  an  area  had  need  for  an  extra  physician,  instead  of  a  sanitarian, 
the  salary  budgeted  for  the  latter  would  simply  not  cover  the 
salary  of  a  physician.  In  addition,  the  salary  for  each  budgeted 
position  was  fixed  at  the  third  increment  level.  It  was  agreed  that 
this  worked  an  injustice  on  those  subdivisions  in  which  personnel 
turnover  was  small. 
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This  criticism  stemmed  in  large  part  from  a  basic  misunder- 
standing. Some  of  the  critics  were  assuming  that  the  Estimated 
Minimum  Budget  was  the  required  spending  pattern.  It  was  never 
intended  as  such.  The  purpose  of  the  Estimated  Minimum  Budget 
was  simply  to  establish  a  relationship  of  need  between  the  various 
subdivisions,  against  which  their  ability  to  pay  (as  indicated  by 
equalized  assessed  values)  could  be  measured.  A  subdivision  could 
do  as  it  wished  with  the  funds,  subject  to  the  approval  of  the  State 
Board  of  Health. 

The  problem  created  by  the  Estimated  Minimum  Budget  was 
rather  succinctly  stated  and  given  perspective  by  the  Baltimore 
City  Budget  Director  when  he  appeared  before  the  Subcommittee : 
"The  Estimated  Minimum  Budget  is  not  difficult  to 
work  with  from  the  standpoint  of  determining  the  amount 
of  State  aid  available.   From  the  standpoint  of  adequacy, 
it  is  unrealistic.    The  needs  of  Baltimore  City  far  exceed 
the   standards   established   by   the   estimated   minimum 
budget.    Due  to  basic  differences  in  the  economic  level  of 
the  State's  population,  the  level  at  which  public  health 
services  should  be  provided  naturally  differ  from  one  com- 
munity to  another.    The  Estimated  Minimum  Budget  fails 
to  recognize  these  inherent  differences  and  to  this  extent 
may  be  adequate  in  one  community  and  entirely  inade- 
quate in  another." 

The  third  criticism  related  to  the  so-called  incentive  area.  If 
a  subdivision  budgeted  sums  over  the  Estimated  Minimum  Budget, 
the  State  agreed  to  match  the  extra,  not  according  to  the  Case 
formula,  but  on  the  basis  of  80%  local  and  20%  State.  This  was 
meant  as  an  inducement  or  incentive  for  subdivisions  to  develop 
beyond  the  Estimated  Minimum  Budget.  For  those  who  were  al- 
ready above  the  Estimated  Minimum  Budget,  it  appeared  as  a 
penalty  for  their  initiative;  instead  of  receiving  the  normal  State 
percentage,  the  State  dropped  its  participation  down  to  20%.  This 
criticism,  of  course,  was  directly  related  to  the  misunderstanding 
as  to  the  purpose  of  the  Estimated  Minimum  Budget.  Additional 
complaints  were  received  because  the  1959  Legislature  eliminated 
the  funds  for  matching  in  the  incentive  area.  This  worked  a  spe- 
cial hardship  on  many  subdivisions  because,  working  on  a  calendar 
year  budget,  they  were  half  through  the  year  anticipating  the 
State's  contribution  only  to  find  that  it  would  not  be  made. 

The  fourth  criticism  referred  to  the  phase-in  period.  The 
original  plan  called  for  implementing  the  formula  over  a  5-year 
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period — each  year  advancing  20%  of  the  way.  Anticipating  the 
third  year  advance  in  local  budgets  (on  a  calendar  year),  the  sub- 
divisions were  caught  unawares  by  the  Legislature  when  it  ruled 
that  the  third  phase-in  step  would  be  delayed  one  year — i.  e.,  that 
the  phase-in  period  would  be  held  at  the  second  year  level  for  2 
years.  This  gave  some  subdivisions  more  time  to  find  needed  rev- 
enue, but  it  hurt  many  subdivisions  which  had  anticipated  in  their 
current  budgets  the  additional  State  money  for  their  health 
programs. 

The  fifth  criticism  concerned  the  soundness  of  the  equalized 
assessments.  In  Maryland,  assessments  are  based  on  sales.  Prop- 
erty which  is  not  transferring  may  be  improperly  assessed:  im- 
provements on  the  property  are  not  taken  into  consideration,  and 
increased  or  decreased  value  in  the  area  are  not  reflected  in  the 
assessments.  This  was  a  common,  but  far  from  unanimous,  criti- 
cism. The  State  Tax  Commission,  in  its  recent  report,  indicated 
that  the  State  is  making  progress  toward  uniform  assessments. 
This  criticism  is  therefore  resolving  itself. 

Some  criticism  had  been  registered  several  years  back  over 
the  population  figures  used  in  the  calculation  of  the  Estimated 
Minimum  Budget.  The  State  Department  of  Health  took  cogni- 
zance of  this  criticism  at  the  time,  hired  consultants,  and  developed 
a  new  method  for  estimating  population.  It  is  felt  that  the  new 
system  is  fairly  accurate  and  no  objections  to  it  have  been  pre- 
sented.   How  accurate,  we  shall  find  out  with  the  1960  census. 

The  criticisms  which  were  expressed  were  nearly  all  registered 
in  a  constructive  spirit.  Underlying  them  was  a  basic  satisfaction 
with  the  principle  of  the  Case  formula. 

There  was  expressed  some  concern,  however,  over  the  impact 
of  formulae  upon  the  processes  of  legislative  review.  It  was  felt 
that  the  use  of  formulae  commits  the  State  and  its  Legislature  to 
rubber-stamping  future  budgets.  This  is  a  valid  concern  and  cer- 
tainly applies  to  the  Case  formula's  Estimated  Minimum  Budget: 
as  population  rises,  the  budgets  must  rise  at  fixed  rates,  and  the 
extent  to  which  there  can  be  effective  legislative  control  is  some- 
what nebulous.  If  the  Estimated  Minimum  Budget  were  aban- 
doned, however,  and  replaced  by  minimum  standards  which  could 
be  translated  into  a  program  and  budget,  then  the  effectiveness 
of  legislative  review  would  be  enhanced.  The  Legislature  could 
review  not  only  the  budget  but  also  the  programs  and  program 
standards.    Formulae  are  not  bad  per  se;  they  are  destructive  of 
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legislative  review  only  if  the  sums  to  be  appropriated  are  fixed  on 
a  basis  other  than  the  program  which  is  to  be  carried  out. 

Recommendations 

1.  The  Case  formula  is  basically  sound  and  should  continue  to 
finance  local  health  services. 

2.  The  Estimated  Minimum  Budget  should  be  abandoned.  These 
standards  were  far  advanced  for  their  day.  The  positive  re- 
sponse of  Maryland  subdivisions  to  the  challenge  of  the  Case 
report,  however,  has  made  obsolete  the  present  method  for  com- 
putation of  the  Estimated  Minimum  Budget. 

3.  In  place  of  the  Estimated  Minimum  Budget,  the  State  Board 
of  Health  should  develop  promptly  broad,  realistic  program 
standards  for  local  health  services.  The  State  should  apply  the 
same  matching  percentages  to  the  entire  budgeted  program, 
thus  eliminating  the  so-called  "incentive  area". 

4.  Program  standards  should  be  developed  before  any  extension 
of  the  Case  formula  is  implemented. 

5.  The  State  Board  of  Health  should  have  authority  to  terminate 
matching  funds  for  a  local  health  department  should  the  pro- 
gram standards  not  be  met. 

6.  Program  standards  should  be  reviewed  frequently.  These  re- 
views should  take  into  account  the  criticisms  and  opinions  of 
local  health  officers. 

7.  Adequate  measures  to  facilitate  communications  between  the 
State  Department  of  Health  and  each  of  the  subdivisions  are 
long  overdue.  Program  policies  and  procedures  should  be  fully 
explained  and  clarified  for  the  benefit  of  all  who  use  and  operate 
the  programs.  Misunderstandings,  such  as  over  the  purpose 
of  Estimated  Minimum  Budget,  need  not  occur. 
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CHAPTER  SEVEN 
SUMMARY  OF  COSTS 


Approximate  Amount 

The  Subdivisions  Would  Have  to  Assume 

Under  a  Single  Formula 

1959  Costs 


(A) 

Total  Program 

Costs 

(B) 

Total  Current 

Subdivision 

Contributions 

(C) 

Total  Patient 

Collections 

Local  Health  Services 

$  7,030,0141,5 

$4,432,181 

Chronic  Disease  Hospitals 

2,901,5361 

145,575 

115,939 

Inpatient  Program 

(100%  reimbursement) 

13,432,4352 

2,603,114 

986,0066 

Outpatient  Program 

(100%  reimbursement) 

1,908,3173 

246,534 

Medical  Care  Programs 

2,114,894 

Crippled  Children's  Services... 

795,969* 

47,957 

Tuberculosis  Hospitals 

4,788,6411 

1,090,000 

Laboratories 

654,0141.5 

Mental  Hygiene  Institutions.. 

20,113,5161 

985,1917 

472,173 

TOTAL 

$53,739,336 

$9,502,595 

$1,622,075 

1  Amount  shown  includes  employer's  contributions  to  Retirement  System.  (9.15% 
of  salary  cost)  and  Social  Security  (2,5%  of  salary  cost  up  to  $4,200). 

2  Amount  shown  includes  cost  of  Special  Obstetrical  Cases  ($17,700). 

3  Amount  shown  includes  cost  of  Adult  Evaluation  Centers  ($37,000)  and  costs  of 
University  Hospital  and  City  Hospitals  Outpatient  Departments  estimated 
to  be  allocable  under  this  program  for  indigent  and  medically  indigent  care. 

*  Amount  shown  includes  hospitalization  and  convalescent  care  at  full  cost  and 
appliances  and  diagnostic  facilities. 

5  Cost  of  Baltimore  City  Health  Department  Laboratory  ($194,468)  is  included  in 
Local  Health  Services. 

6  $841,017  was  collected  by  University  Hospital  for  care  of  ward  patients. 
'  These  are  actual  figures;  Table  17  shows  estimates. 
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Under  the  single  formula,  the  State  would  pay  one-half  of 
(A) ;  the  subdivisions  would  pay  the  other  half.  The  subdivisions 
would  thus  have  to  increase  their  support  of  the  health  programs 
by  $16,556,035,  a  figure  arrived  at  by  allowing  full  credit  for  pres- 
ent subdivision  contributions  (B)  and  credit  for  their  share  of  col- 
lections— one-half  of  (C). 

The  subcommittee  does  not  feel  that  the  subdivisions  can  be 
asked  to  assume  this  additional  financial  load  without  some  sort 
of  assistance  from  the  State.  It  is  for  this  reason  that  we  recom- 
mend a  redistribution  of  revenue  or  revenue  sources.  Thus,  aside 
from  increased  payments  under  the  Inpatient  and  Outpatient  pro- 
grams, State  aid  to  Baltimore  City  Hospitals  for  TB  care,  and  pay- 
ments for  nursing  home  care  (which  are  all  proper  governmental 
expenses  notwithstanding  the  implementation  of  the  single  for- 
mula), extension  of  the  Case  formula,  as  recommended,  need  not 
require  any  overall  increase  in  governmental  expenditures.  There 
should  be  an  adjustment  of  existing  revenue  distribution  between 
State  and  local  governments. 

The  subcommittee  notes  that  the  Legislative  Council's  Com- 
mittee on  Taxation  and  Fiscal  Matters  was  recently  charged  with 
examining  many  phases  of  the  State's  fiscal  structure.  That  com- 
mittee's scope  of  reference  would  seem  to  encompass  matters  re- 
lating to  financing  the  implementation  of  this  report.  We  there- 
fore recommend  that  this  report  be  taken  into  account  in  its  delib- 
erations so  that  the  revenue  question  can  be  solved  within  a  com- 
prehensive framework.  The  Subcommittee  on  Policies  and  Financ- 
ing of  Maryland's  Medical  and  Hospital  Programs,  and  its  staff, 
will  be  available  to  assist  in  whatever  way  it  can. 

N.B.  Amounts  to  be  redistributed  to  each  subdivision 
should  be  calculated  on  the  basis  of  the  most  cur- 
rent cost  data.  Calculations  by  the  subcommittee 
were  based  on  the  1959  figures  since  they  were  the 
most  current  at  the  time  this  report  was  written. 

It  is  assumed  that,  in  gearing  up  to  implement  the 
recommendations  of  this  report,  any  necessary 
funds  will  be  provided  to  the  Departments  of 
Health  and  Mental  Hygiene. 
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POSTSCRIPT 

"The  constitution  which  is  recommended  is,  in  short,  not  'Unitary' 
but  'Federal'.  There  will  be  a  division  of  functions  and  power  be- 
tween central  authorities  and  district  authorities.  The  former  will 
lay  down  general  rules  as  to  those  matters  which  must  necessarily 
be  dealt  with  on  a  national  basis.  The  latter  will  administer  the 
industry  within  their  own  districts,  and  as  long  as  they  comply  with 
those  rules  and  provide  their  QUOTA  of  coals,  will  possess  local 
autonomy  and  will  follow  the  method  of  working  the  pits  which 
they  think  best  suited  to  local  conditions." 


" when  Birmingham  and  Manchester  and  Leeds  are  the 

little  republics  which  they  should  be,  there  is  no  reason  to  antici- 
pate that  they  will  tremble  at  a  whisper  from  Whitehall." 


— R.  H.  Tawney 

The  Acquisitive  Society 


